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FOREWORD 


This report by a Sub-Committee of the Standing Medical Advisory Committee 
has been submitted to us by the Central Health Services Council. It develops the 
concept of group practice and outlines the role and place of community health 
teams in a unified health service. This concept embodies the positive aspects of 
current community care and the report emphasises the importance of flexibility 
in organisation and the need for experiment. It thus has equal relevance in the 
period before unification. 

We regard the report as a valuable contribution towards current thinking about 
general practice and its place in the health service as a whole. We are sure that it 
will stimulate discussion among all individuals, professions, organisations and 
authorities concerned with the National Health Service, particularly during the 
preparatory stage of unification. We for our part shall be giving the report further 
study, and we have in mind formally to invite the professional and lay organisa- 
tions most closely concerned to send us their views on the recommendations it 
contains. We shall then consider whether there is any specific or general guidance 
which we could usefully give. 


KEITH JOSEPH 
Secretary of State for Social Services 


PETER THOMAS 
Secretary of State for Wales. 
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INTRODUCTION 


~ In 1968 the Standing Medical Advisory Committee of the Central Health Services 
Council set up the Sub-Committee whose terms of reference were ““To review the 
working and organisation of group practice, with particular reference to health 
centres, and to make recommendations’”’. We have met as a full committee on 
30 occasions. A selection of group practices and health centres have been visited 
by members of the Committee (Appendix B). We received written evidence from 
professional organisations and individuals (Appendix C). Some of those who gave 
written evidence to us were later invited to give oral evidence to the Committee. 
We were assisted by the preparation of documents on a variety of subjects by the 
Department of Health and Social Security. 

We have been ably served throughout by the Secretariat of the Committee, 
Mrs. A. M. Carpenter, Mr. E. W. Craddock and Miss C. M. Douthwaite, whose 
invaluable help we wish to acknowledge. They had the difficult task of collating a 
wide variety of documents from many sources. 

We have had the benefit of the advice of a number of observers from the 
Department of Health and Social Security; in particular we would like to ack- 
nowledge the help of Dr. T. E. A. Carr, Mr. D. U. Jackson, Miss A. M. Lamb and 
the late Dr. B. Didsbury. , 

At the first meeting of the Sub-Committee we decided that no useful purpose 
would be served by producing a report that looked only to the immediate future. 
We are not likely to be able to influence events over the next few years, and con- 
sequently consider that it would be more helpful if the Committee were to look a 
little further ahead. Even so we recognise that some of our recommendations go 
no further than to endorse those made in the Dawson Report (1) more than 50 
years ago. We are aware of the need to tailor our recommendations to geographi- 
cal and local requirements and hope that the general principles may be achieved 
in different regions by suitable adaptation and evolution of existing services. 

Allaspects of medical care are interdependent; primary and continuing medical 
care is especially linked with all other disciplines. Consequently we did not feel 
able to confine ourselves solely to a study of group practice. Indeed, we believe 
that it is rarely possible for a Committee to study only one of the medical services 
without running the risk of making recommendations that will tend to fragment, 
rather than integrate, the health services. 

In the course of our work we became aware of the difficulty in obtaining factual 
evidence. We have, however, been presented with an enormous quantity of 
informed opinion. We know that experiments are going on, but in some instan- 
ces these are not being evaluated nor are the results being applied. We are con- 
vinced that there is a need for much more research into the methods of delivering 
medical care to our society. 

Our report falls into two sections: Chapters I and II, and Chapters III to XIII. 
In Chapter I we consider briefly the background to the report, and argue the need 
for a general practitioner providing primary and continuing care in the com- 
munity, and the need for him to be supported by nurses and other colleagues if 
he is to work efficiently, and we describe what we consider to be his role in group 
practice. In Chapter II we argue that there are over-riding advantages if the 
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doctors and nurses work together in groups from the same premises and we 
discuss the question of the best size of such a group. We then go on to consider 
the implications of more than one group practising from the same premises and 
what the advantages and disadvantages may be. 

In the subsequent chapters we discuss the requirements of group practice in 
terms of the nurses, social workers, and secretarial staff who will be needed and 
how they may work as a team. We then go on to detail the premises and organis- 
ation which this team will require and the need for a new system of combined. 
records. We discuss the relationship of group practice with the department of the 
community physician, the hospital service, and a number of other professions 
with which we think group practice will be associated in a unified health service. 
Finally, we discuss the place of group practice in the training of doctors and other 
professional workers, and the need for, and methods of, research into the require- 
ments of the community and the means of meeting those needs. 

Implicit in many of our recommendations is the belief that an efficient and 
economic system of medical care requires functional integration of the hospital 
and community services. It also demands that in the future greater emphasis and 
financial priority be placed upon the development of our community services 
than has been so in the past. 

Semantic problems have troubled us and we think it wise to define some of the 
terms we use in our report: 


Group practice 

We use this term to describe the general practitioners and nurses who together 
provide primary and continuing medical care; who share the same equip- 
ment and secretarial staff and usually the same premises; who provide emer- 
gency and off-duty cover for each other and with whom, as a group, other 
specialists in medicine and other professional workers may be associated. 


Basic unit within a group practice 


We use this term to describe the sub-group formed by a doctor supported 
by nurses and secretarial staff, who all relate their work to a defined popu- 
lation. A number of these basic units group together to form a group practice 
(defined above). 


Multiple group practice 


We use this term to denote a number of group practices (defined above) 
who work from the same premises. 


Primary physician 
The doctor of first contact. 


Community physician 
We explain, in Chapter IX, what we think are the functions of the commun- 
ity physician in relation to group practice. 


Medicine in the community or community care 

We use these terms to distinguish medicine cutside the hospital from medicine 
in the hospital although we accept that the hospital is part of the community. 
We think these terms more apt descriptions than, for example, domiciliary 
medicine. 


Community nurse 


We use this term to describe a person who undertakes work combining the 
skills of a health visitor and district nurse. 


Practice nurse 


We use this term to describe a nurse who is now usually employed by general 
practitioners and who works predominantly in the general practitioner’s 
premises. 


Health centre 


We use this term to describe premises provided by a Local Health Authority 
under Section 21 of the National Health Service Act, 1946. 


Group practice premises 


We use this term to describe premises for group practice other than those 
provided under Section 21 of the National Health Service Act, 1946. 


Group practice centre 


We use this term when we are talking in general about health centres and 
group practice premises. 


Best-buy hospital 


We use this term to describe the experimental projects conducted by the 
Health Departments to find the most economical and flexible design for 
hospitals which will ensure greater efficiency, maximum use of space and the 
maintenance of a high standard of care. It is inherent in this concept that 
hospitals are planned as part of an integrated community health service in 
which all three branches of the National Health Service will play their full 
part to ensure that, through co-ordinated medical care, the most effective 
use can be made of hospital beds and treatment facilities. 


SUMMARY OF RECOMMENDATIONS AND CONCLUSIONS 
The Historical Background to the Report—Chapter I 


(1). The primary object of all medical care is to meet the health needs of the 
individual and the society in which he or she lives; medicine must be integrated 
with other skills and disciplines, and there must be a balance between care within 
and outside the hospital. (Paragraph 11) 


(2). We believe that, in this country, at this time and in the foreseeable future, 
medical services to the community can best be organised around a general 
practitioner who provides primary and continuing care for a defined group of 
people for whom he is responsible. Within group practices* each doctor should 
care for a defined list of patients who should register with him. (Paragraph 25) 


(3). Financial priority should be given to the community health services. (Para- 
graph 117) 


(4). The maximum amount of work should be handled in the community and as 
little as possible in hospital. There is a need for an efficient medical care service* 
in the community, integrated both locally and regionally, and with well-defined 
lines of communication between the different disciplines and services. Unifi- 
cation of health services’ administration would be an important step in achieving 
this aim. (Paragraphs 14-15) 


(5). The general practitioner has a definitive role which distinguishes him from 
other specialists. Vocational training is necessary for all future general prac- 
titioners. We do not favour general practitioners confining their work exclusively 
to certain fields of medicine or particular age-groups but there is an opportunity 
for them to develop special fields of interest. (Paragraphs 19-32) 


(6). To deploy his skills to the maximum advantage a general practitioner needs 
the assistance of nurses, like the present health visitor and home nurse, whose 
work is related to the same registered population and who are based on the same 
premises as the doctor. (Paragraphs 27-28) 


(7). Both doctors and nurses need to be supported by secretarial staff. There are 
great advantages in the attachment of individual members of the secretarial staff 
to each doctor and nurse. The team of doctor, nurse and receptionist together 
form the basic unit* within a group practice* for the delivery of medical care toa 
defined population. (Paragraph 28) 


(8). Social medicine should not be divorced from clinical medicine. The com- 
munity physician* would be a suitable co-ordinator of the social services and the 
health services if these are to remain separate. (Paragraph 17) 


(9). There is need to look continuously and critically at the whole system of 
medical care and we suggest that future committees should be set up to study all 
aspects of medical care for a particular area or group of patients and not merely 
to study separate parts of the health service. A health service based on a general 
practitioner in the community is likely to be both more effective and cheaper 
than a hospital-based service. (Paragraphs 12 and 22) 


*See definitions on pages 2 and 3. 


Group Practice—Chapter I 


(10). Much of the medical work required in the community can be undertaken 
by the basic unit* caring for a defined population. This basic unit will preserve 
the important features of personal care, and, of almost equal importance, secure 
good communication within the team. (Paragraphs 33-34) 


(11). The members of each basic unit* within a group practice* should normally 
relate their work to a constant patient population. (Paragraph 40) 


(12). A number of basic units* need to be amalgamated into a group practice* 
if they are to provide cover for one another, make economic use of accom- 
modation and equipment, and be able to work effectively with other services. 
(Paragraphs 34-36) 


(13). We anticipate the optimum size of a group practice* will be found to be 5 
or 6 doctors together with appropriate nurses and secretarial staff. (Paragraphs 
38 and 39) | 


(14). Individual practices within a group may retain their financial identity with- 
out detriment to the functional unity of the group. (Paragraph 37) 


(15). We consider that providing pathology and radiology facilities within a 
community care unit™ cannot be justified and that these facilities are best con- 
centrated at the district general hospital. (Paragraph 43) 


(16). The possible advantages of arranging specialist consultations in group 
practice centres* should be investigated in experimental schemes. (Paragraph 44) 


(17). In urban areas particularly, a number of group practices* could, with advan- 
tage, work from the same premises : these premises we term multiple group prac- 
tice centres.* (Paragraphs 41-42) 


(18). Group practice* will help to provide a higher quality service to the com- 
munity, but may not enable doctors to care for more patients. (Paragraphs 
45-46) | 


The Nursing Staff in Group Practice—Chapter IE 
(19). We think it necessary to look afresh at the need for community nursing 
services. (Paragraph 49) 


(20). The nursing needs of group practices* are those of the community as a 
whole, and can be classified as: 
(i) traditional nursing care outside the hospital. (Paragraphs 51-52) 

(ii) delegated work as agent of the doctor. (Paragraphs 56-57) 

(ii) domiciliary midwifery. (Paragraph 55) 

(iv) preventive medical care. (Paragraph 53) 

(v) health education. (Paragraph 53) 

(vi) medico-social work of a limited nature. (Paragraph 54) 


(21). The work we describe can be performed by nurses of similar role to the 
present health visitor and home nurse supported by state enrolled nurses and 


*See definitions on pages 2 and 3. 


ancillary nursing help; and in this traditional pattern we recommend that each 
basic unit* should contain a health visitor and a home nurse. This may not be the 
best arrangement and there is an urgent need to experiment with other methods, 
particularly those that break down sharp distinctions between the roles of 
different types of nurse. (Paragraphs 58-64). 


(22). The community physician* will need some nursing services to perform 
functions not directly connected with group practice.* (Paragraph 65) 


(23). The nurses in a group practice* should be directed by a senior nurse respon- 
sible both to the practice doctors and the chief nursing officer of the area. (Para- 
graph 67) 


(24). Nurses in group practice* need accommodation, secretarial assistance and 
adequate transport facilities. (Paragraph 69) 


(25). A large proportion of nurses should receive part of their training in selected 
group practices.* (Paragraph 70) 


(26). More nurses will be needed in the community services but this need not be 
at the expense of the hospital service as use can readily be made of nurses who want 
part-time work near their homes. (Paragraph 71) 


Social Work and Group Practice—Chapter IV 


(27). The nature of the social work arising in general practice demands a team 
approach to the problem. (Paragraphs 77-78) 


(28). An artificial distinction should not be made between the social and medical 
aspects of a particular patient’s problems. (Paragraph 72) 


(29). We recommend that social workers should be attached to group practice* 
for case work, and to make assessment of psycho-social problems. They would be 
ideally placed to undertake preventive and case-finding work. (Paragraphs 75 
and 77) 


(30). The health visitor, with her nursing background, has an important role to 
play in dealing with many of the day-to-day social problems associated with ill- 
health and should work closely with the practice social worker (Paragraph 79) 


(31). A need for social workers in group practice* has been established but it is 
necessary to make a careful assessment of their role in this field, to determine the 
training they will require to fit them for this work, and to estimate how many 
will be needed. (Paragraphs 77 and 81) 


(32). Although an area office of the Social Services Department should be close 
to, we do not recommend its inclusion within, a health centre.* 


(33). Home helps should be part of the group practice* team. (Paragraph 82) 


(34). Voluntary agencies need to be brought into close contact with the com- 
munity care* team and suitable co-ordinating links and lines of communication 
should be established. In this, both the health visitor and the social worker have 
an important role. (Paragraph 83) 


*See definitions on pages 2 and 3. 


The Secretarial Staff of Group Practice—Chapter V 


(35). General practitioners and nurses must have adequate secretarial staff. 
(Paragraph 85) 


(36). Secretarial staff are needed in group practices* for work involving contact 
with patients, handling of records, typing, technical procedures and management. 
_ (Paragraph 87) 


(37). These functions can well be performed by receptionists, records clerks, 
medical typists and practice managers, but the precise way in which these tasks 
are allocated is the responsibility of the professional staff in a group practice.* 
Technical procedures should, as now, be undertaken by nurses, but there should 
be experiments in extending the training of receptionists to cover technical 
procedures. (Paragraphs 89-90) 


(38). In view of the exacting nature of the work of the receptionist and her 
special responsibilities, her role merits special attention. Training, particularly 
in-service training in selected group practices*, should be provided for reception- 
ists as distinct from medical secretaries. (Paragraphs 91 and 95) 


(39). The professional staff of a group practice* should appoint and share the 
secretarial staff who should also, if necessary, serve the professional staff of the 
community physician* or visiting hospital staff. (Paragraphs 86 and 105) 


(40). A patient should have to deal, either in person or on the telephone, with as 
few people as possible. We see advantages in training secretary/receptionists 
who would be able to undertake both the reception and the office work generated 


by a basic unit* and we think this suggestion merits further study. (Paragraphs 
91-92) 


(41). The Health Departments and representatives of the profession should seek 
to ensure that doctors are not penalised financially by providing themselves and 


other members of the group practice* team with adequate secretarial help. 
(Paragraph 94) 


The Premises for Group Practice—Chapter VI 


(42). The increasing popularity of health centres* amongst general practitioners 
is due partly to the advantages that doctors see for patients and partly to the cost 
of providing their own modern group practice premises* designed to accommo- 
date the health team. (Paragraphs 98-99) 


(43). The health centre* building programme should be accelerated and com- 
pletion times reduced so that the community aspects of the health service are 
established in time to match the development of district general hospitals. It is 
also important to take advantage of the present momentum of building and 
favourable climate of opinion. (Paragraphs 113-114) 


(44). Primary medical care will, in the future, be based upon larger units in the 
community which must be strategically sited in relation to a variety of community 
services. This will demand judicious area planning and an established consul- 
tation procedure. (Paragraphs 103 and 109) 


*See definitions on pages 2 and 3. 


(45). Information on existing health centres* and their impact on the quality 
of community care* should be collected, evaluated and widely distributed. 
(Paragraph 116) 


(46). The size of group practice centres* will depend upon the geographic and 
social characteristics of the area, the nature of the other health and social services, 
and the need to preserve the identity of the participating practices. (Paragraph 
109) 


(47). The needs of rural areas may sometimes be met by means of a central group 
practice centre* supported by satellite units providing basic facilities only. 
(Paragraph 110) 


(48). Ifa health centre* is built in the grounds of a district general hospital, physi- 
cal separation of the buildings is desirable. (Paragraph 112) 


(49). The design of group practice centres* should be based upon a thorough 
study of user requirements, accompanied by an on-going review of the functions 
of existing health centres.* (Paragraph 104) 


(50). Health centres* should be attractive to patients and should be sited, designed 
and constructed to permit adaptation to meet the needs of the future. Experi- 
mental projects should also be established. (Paragraphs 44, 103-104, and 107) 


(51). In the future each doctor will require his own consulting room within a 
group practice centre.* (Paragraph 108) 


(52). In some areas it may be necessary to provide over-night accommodation 
in health centres.* (Paragraph 111) 


(53). At the present rate of building it is estimated that by 1975 only 12.5 per cent 
of general practitioners will be able to practise from health centres;* it will be 
necessary, therefore, to give every encouragement to general practitioners pro- 
viding an efficient service from group practice premises.* General practitioners 
who take steps to provide improved group practice premises providing the full 
range of services should be protected from capital loss if they subsequently trans- 
fer to health centres.* (Paragraph 102) 


Equipment, Services and Organisation in Group Practice—Chapter VII 


(54). Again we emphasise the general practitioners’ need for open access to the 
diagnostic facilities provided in hospitals. (Paragraph 118) 


(55). Future plans should take into account the likely expansion in the use by 
general practitioners of hospital diagnostic services. (Paragraph 121) 


(56). Some items of diagnostic equipment should be provided at group practice 
centres.* (Paragraph 122) 


(57). The peripheral deployment of radiological and pathological facilities in 
health centres*, however large, is likely to be uneconomic, and general prac- 
titioners must therefore have good access to these services at the district general 
hospital. Arrangements should be made for efficient transport facilities for both 
patients and specimens and for a quick reporting service. (Paragraphs 118-121) 


*See definitions on pages 2 and 3. 


(58). There is a need to rationalise the provision of a variety of health service 
supplies including sterile dressings and instruments. (Paragraph 123) 


(59). We recommend the continuation of experiments in the provision of trans- 
port to bring patients to group practice centres.* (Paragraph 124) 


(60). The management and organisation of group practice* should be the respon- 
_ sibility of all those working in the group practice, and there should be an accepted 
and recognised pattern of meetings of the staff of the group practice.* (Paragraphs 
125-127) 


(61). Members of a group practice* should be consulted about the selection of 
professional staff with whom they will have to work. (Paragraph 128) 


(62). An appointment system is an indispensable feature of group practice.* 
(Paragraph 130) 


Records for Group Practice—Chapter VIII 


(63). The present National Health Service medical records system in general 
practice needs revision in the interest of the patient and for research purposes. 
(Paragraphs 132-133 and 138) 


(64). Records are essential to continuity of care, and an integrated system of 
recording should be designed for group practice,* and should incorporate the 
information obtained by all members of the group practice team. (Paragraphs 
134, 138 and 140) 


(65). Anideal records system for group practice* should provide all the important 
information about a patient; maintain the confidentiality of the information 
given to individuals; serve as a means of operational, clinical, and epidemio- 
logical research and be capable of being linked with records of other sources. 
Moreover it must be so designed as to encourage the staff of group practice to 
maintain it in a proper manner. (Paragraph 141) 


(66). A new and flexible record system should be designed which would be suit- 
able or adaptable for either manual operation or data processing techniques. 
(Paragraphs 138 and 143) 


(67). A committee should be set up to consider the detailed design of a record 
for the group practice* team, and to study the requirements of record linkage 
with the hospital service. (Paragraph 143) 


(68.) All members of the group practice* team should be made aware of the need 
to maintain confidentiality. (Paragraph 139) 


(69.) A standard personal record card is only likely to be used effectively when 
supplied to patients in particular risk groups. (Paragraph 145) 


Group Practice and the Community Physician—Chapter IX 


(70). The role of the community physician,* outlined in the Green Papers (1970), 
will affect the work of group practice.* (Paragraph 146) 


*See definitions on pages 2 and 3. 


(71). We see the role of the community physician* as being primarily to obtain 
an overall view of the total health needs of an area, to identify needs that are not 
being met and to maintain a balance between the various parts of the health 
service, using all the resources available to him. (Paragraph 147) 


(72). The community physician* should also organise and administer those 
services which can only be effectively provided for the population of an area as a 
whole, and should have responsibility for co-ordination with the social service 
departments and the local authority. (Paragraphs 148-149) 


(73). There should be community physicians* working in close association with 
the group practices* in their area. There should be no duplication of work between 
the community physician and the group practices. (Paragraphs 150-151) 


(74). It is as important to reduce to the minimum the number of persons simul- 
taneously giving clinical care to each patient as it is to avoid duplication of 
services. We therefore see the role of the community physician* as mainly in 
identifying new needs and, with his specialist staff, developing and integrating 
new services. (Paragraphs 152-153) 


(75). The community physician* should be involved in teaching at all levels 
and part of his own training should include experience in general practice. 
(Paragraphs 155-156) 


(76). The community physician* will have important duties in an advisory 
capacity to a number of other bodies, particularly in the interim period before 
a unified structure for the health services emerges. (Paragraphs 157-158) 


The Relationship of Group Practice* with other Disciplines and Professions— 
Chapter X 


(77). Rehabilitation of the sick and injured is a continuous process involving 
many agencies both in the hospital and in the community. The general prac- 
titioner is primarily responsible for the individual care of the disabled living in the 
community, and the advice of members of a group practice* may be vital to the 
correct management of patients’ problems. (Paragraphs 159-160) 


(78). There is a need for some physiotherapy services outside the hospital and 
these could probably best be provided in association with the group practice 
team. The staff required, who might be part-time, could be recruited from the 
substantial numbers of physiotherapists who are not practising. Training needs 
to be provided for general practitioners in the modern concepts and uses of the 
physiotherapy services and there needs to be a close integration of these services 
in the hospital and the community. Conditions requiring physiotherapy and 
rehabilitation treatment arise in patients other than those who have received 
hospital care. This need cannot be satisfied by existing hospital resources but 
could be met by a physiotherapist working with a group practice team. Such a 
physiotherapist would need accommodation and equipment. (Paragraphs 162- 
170) 


(79). There are obvious advantages if the pharmacist and doctor can work either 
from the same premises or in close proximity to one another. At the earliest 


*See definitions on pages 2 and 3. 
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possible stage in the planning of group practice centres* consultation should take 
place with representatives of the pharmaceutical profession in the area to ensure 
provision of pharmaceutical services. (Paragraphs 171-175) 


(80). Chiropody services can be readily provided at group practice centres.” 
(Paragraph 176) 


(81). It is uneconomic to provide in health centres* dental services solely for 
priority groups. Clinical, organisational and financial advantages might follow 
the provision of dental facilities in group practice centres* though no group 
(medical) practice centre providing dental facilities should contain less than two 
dentists. Both ethical considerations and present methods of remuneration raise 
obstacles to doctors and dentists working together in group practice.* Never- 
theless, there are advantages if dentists providing the full range of general dental 
services work from the same premises as doctors. We recommend that experi- 
ments should take place and that the results should be studied by both professions. 
(Paragraphs 177-180) 


The Relationship between the Hospital and Group Practice—Chapter XI 


(82). The interdependence of the community and hospital-based medical services 
must be recognised and medical care should be provided in the appropriate 
medical and social context. (Paragraphs 181-183) 


(83). The aim should be to care for people at home when they are ill unless the 
specialist services within the hospital are necessary. (Paragraph 184) 


(84). Economic as well as humanitarian advantages would probably follow a 
change of emphasis from the hospital towards care in the community. (Para- 
graph 185) 


(85). The development of the district general hospital is likely to intensify the 
difficulties associated with removing some patients, particularly the elderly, to 
hospital. (Paragraph 183) 


(86). The standards of general practice are enhanced if general practitioners have 
access to hospitals. Most general practitioners could undertake the care of some 
patients in hospital provided it were easily accessible. This may be an important 
argument in favour of retaining some of the smaller hospitals. (Paragraphs 186- 
187) 


(87). At the present time substantial numbers of patients are inappropriately 
using costly hospital services. Social necessity, rather than medical need, accounts 
for the presence of many patients in hospital: these do not require any greater 
medical or nursing attention than could be given by the community care* team 
and they could, with advantage, be cared for in nursing units. (Paragraph 191) 


(88). Some nursing units might be based on existing cottage hospitals whilst 
others might be established in close proximity to group practice centres.* There 
is a need for experiment with different methods of providing nursing care in the 
community to avoid admitting some patients unnecessarily to the district general 
hospital. (Paragraphs 195 and 200) 


*See definitions on pages 2 and 3. 
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(89). We would expect the cost of providing such care to be less expensive than 
providing beds in the large hospital. There is insufficient evidence to demonstrate 
this and comparative cost figures should be produced. (Paragraph 193) 


(90). General practitioners, either now or in the future are unlikely to be able 
to undertake full clinical responsibility of patients in general hospital beds. 
(Paragraphs 196 and 199) 


(91). General practitioners could make a most useful contribution to hospital 
work by participating as members of the hospital team. (Paragraph 197) 


(92). If the Peel Report recommendations are adopted, then more general 
practitioner obstetrics beds will have to be provided in the joint general prac- 
titioner/consultant units within the district general hospital of the future. (Para- 
graph 198) 


(93). There is little evidence of a need for direct access to long-term beds for the 
chronic sick. General practitioners who undertake such care should do so as 
integral members of the geriatric team. (Paragraph 199) 


(94). Holding hospital out-patient sessions in group practice centres* away from 
the hospital would help strengthen liaison between the hospital and community 
services. The advantages to be gained outweigh the disadvantages and we recom- 
mend that pilot schemes of community-based consultative clinics should be 
established. (Paragraphs 202-203) 


(95). All group practices* should be equipped and able to deal with minor 
injuries and casual attenders, thus relieving the hospital accident and emergency 
department of inappropriate work. (Paragraph 204) 


(96). Insome rural areas there will be a need for more sophisticated first aid before 
patients are conveyed to the more distant accident centres. This could best be 
provided in existing cottage hospitals or health centres.* (Paragraph 205) 


(97). In future more general practitioners will be involved in some aspect of 
hospital work. We anticipate that there will be an increase in the readiness with 
which consultants come out of hospital to consult with general practitioners and 
hold consultative sessions in group practice centres.* (Paragraph 206) 


(98). After-care and the long-term management of chronically ill patients require 
the closest possible communication between general practitioners and hospitals. 
There is no single way of achieving this communication but we have indicated a 
number of ways in which group practice* and health centre* practice can facilitate 
this. (Paragraphs 208-210) 


The Role of Group Practice in Education—Chapter XII 


(99). We welcome the steps being taken to remedy deficiencies in the training 
of general medical practitioners. Information should be collected and kept under 
review about the extent to which practice needs, both present and future, are met 
by the training curriculum. (Paragraphs 211 and 215) 


(100). In the future the necessity for vocational training should be an accepted 
pre-requisite for new entrants to general practice and some form of assessment of 


*See definitions on pages 2 and 3. 
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the training will be required. Such training is likely to attract, rather than deter 
doctors from entering general practice. (Paragraphs 213-214) 


(101). Since all medical students will need to have an insight into practice outside 
the hospital, university departments of general practice should be based upon 
group practice centres* in close association with the teaching hospital. Such 
centres should combine the functions of service with those of teaching and 
research. (Paragraph 216) 


(102). There will also be a need for a number of additional teaching practices 
associated with the academic department of general practice in the medical school. 
(Paragraph 217) 


(103). The selection and supervision of teaching practices should be the respon- 
sibility of Regional Postgraduate Committees. Group practices* will also have a 
part to play in the training of nurses, health visitors, social workers, and secre- 
tarial staff. (Paragraphs 218-219) 


(104). A specified doctor should act as tutor to medical students and trainee 
practitioners, and some way should be found to compensate for the time spent on 
teaching. (Paragraph 223) 


(105). Provision should be made for accommodation for teaching purposes in 
group practice centres.* (Paragraphs 221-222) 


The Opportunity for Research in Group Practice—Chapter XIII 


(106). There is insufficient organised research into the health services and how 
they are provided. Studies should be mounted to evaluate group practice,* 
and should include the study of health centres* and the way in which they operate. 
These should be a function of the community physician* of each area health 
authority under the direction of the Health Departments who should also corre- 
late and disseminate the results. (Paragraphs 225-227) 


(107). Universities and medical schools should devote more time to research into 
the medical needs of the community and how they may be met. (Paragraph 228) 


(108). Epidemiological research can and should be done through group practice* 
but success will depend on an adequate record system. (Paragraph 229) 


(109). General practice provides opportunities for effective research which are 
enhanced by the continuing relationship between the doctor and patient. (Para- 
graph 230) 


*See definitions on pages 2 and 3. 
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CHAPTER I 


THE HISTORICAL BACKGROUND TO THE REPORT 


1. Group practice is simply a method of general practice, that is an integral 
part of the health service which has evolved in this country. The origins of this 
scheme of medical care date from the Medical Act of 1858 which provided a regis- 
ter of qualified doctors and removed the distinction between apothecaries, phy- 
sicians and surgeons. The concept of the general practitioner followed the neces- 
sity for specialisation in medicine as a result of the sudden growth in the amount 
of medical knowledge, and of advances in medical technology which began in the 
later years of the last century and which have progressed with increasing rapidity 
ever since. 


2. The National Health Insurance Act of 1911 provided the legislative framework 
for a general practitioner service for certain groups of compulsorily insured 
workers. But, because this Act did not provide for the dependants of these workers, 
the aged, nor for some other needy sections of society, the local health authority 
began to undertake a measure of personal medical care in the form of ante-natal 
and child welfare work, in addition to their traditional public health role. Special- 
isation gradually increased between the two world wars and the specialist became 
increasingly dependent upon the facilities of the hospital, in whose activities the 
general practitioner played a decreasing part. It became an accepted ethical 
principle that the specialist saw only those patients who were referred to him by a 
general practitioner. In this way the three branches of the Health Service system— 
the Hospital Service, the Local Health Authority Service and the General Prac- 
titioner Service—evolved separately with some overlapping functions. 


3. The Dawson Report of 1920 (1) recognised the requirement for an overall 
plan for the health services and, in particular, the need to integrate functionally 
the three branches of the service. This report first mentioned the concept of the 
health centre as providing a focal point from which medical care could be provided 
for a defined area, and at which the hospital and community health services could 
meet. For various reasons, which are not relevant to this report, the recommen- 
dations of the Dawson Report were not implemented and the three branches of the 
Service were carried over into the National Health Service in 1948, each with its 
own separate administration. At the same time, however, the concept of the gene- 
ral practitioner was built into our health care system and ensured the continued 
existence of this form of medical care at a time when it was disappearing in some 
other countries, notably the United States of America. 


4. The National Health Service Act 1946, conferred upon local health authorities 
the duty to provide health centres, and in 1948 a number of premises were recog- 
nised as health centres to enable the services being provided from them to con- 
tinue. Very few centres were built in the following years, because of both central 
and local difficulties, and the majority of general practitioners continued to work 
as they had done previously, usually from their own residences but later from 
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purpose-built or adapted premises. The increasing popularity of partnership 
practice since the introduction of the National Health Service (Appendix F, 
Table 1) has been due to a variety of factors including the organisation of emer- 
gency cover and off-duty times and the obvious attraction of shared overhead 
costs. 


_5. Following the introduction of the National Health Service Act, 1946, the role 
of the general practitioner became confused. The national hospital service was 
being planned on a regional basis, but the hospitals continued to retain a measure 
of responsibility for primary and continuing medical care, which they were 
previously accustomed to provide for the more needy sections of the population 
through the medium of the Casualty and Out-Patient Departments. The local 
health authority also continued to provide certain personal medical services 
which, in some instances, duplicate the work of the general practitioners. 


6. A very critical report by Dr. Collings (3) received much publicity which tended 
to overshadow more constructive publications such as the Cohen Report (4), 
and Stephen Taylor’s “Good General Practice” (5), both of which appeared in 
1954. The Cohen Report drew attention to the increase in efficiency and quality 
of service which could be attained by general practitioners working in groups from 
common surgery premises with the support of ancillary staff and this report was 
followed by the setting up of the Group Practice Loans Fund. The trend thus set 
gathered momentum. When in 1963 the Gillie Committee reported on ““The 
Field of Work of the Family Doctor’”’ (6) it reiterated the advantages of this form 
of organisation, and there has been a steady increase in the number of doctors 
working in groups. This is exemplified by the mounting number of partnerships 
of three or more doctors shown in Appendix F, Table 1. In 1966, following the 
joint discussion between the Government and the medical profession of the 
“Charter for the Family Doctor Service’’, this form of practice was recognised 
and encouraged by a special payment to three or more doctors—two in some rural 
areas where the population would not support a larger number—who practise 
in close association from a common main and central surgery and employ 
ancillary staff. Over half of all the general practitioners in England and Wales 
now practice in groups (see Appendix F, Table 2). The expenses of providing 
practice premises and ancillary help are partly met by direct rermbursement. 


7. The Gillie Report also drew attention to the change in the pattern of mortality 
and morbidity consequent on advances in preventive medicine and in therapeu- 
tics, which had resulted in the disappearance or easy cure of many of the acute 
infectious diseases, and the increasing predominance of chronic disease, degen- 
erative conditions, and developmental disorders. It stressed, as later did the 
Sheldon Committee (7) on Child Welfare Centres, the need for doctors in the 
community to work in close association with other workers in the medical and 
social fields and drew attention to the advantages which followed the attachment 
of nurses, midwives and health visitors to individual practices. 


8. The succeeding years saw a large number of such schemes come into operation. 
In the last few years there has evolved the concept of a group practice team com- 
posed of doctors, nurses and social workers supported by secretarial staff working 
from common premises. 


9. General practitioners still find it increasingly difficult, in spite of help from 
loans, to provide the premises and equipment necessary to undertake their role 
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efficiently. In some places the cost of obtaining land on which to build, or premises 
suitable for conversion, is prohibitive. We were told that young doctors in parti- 
cular lack the financial resources to invest in purpose-built premises. What is 
available to them is usually needed to secure a motor car and a house. The same 
factors have almost certainly led to the renewal of interest in health centres which 
is reflected in the number which have now been constructed or are in various 
stages of planning. Between 1948 and 1963 only 17 health centres were built in 
England and Wales. In the six years 1964 to 1969, 122 new centres were opened 
and at 31 December 1969 there were 94 under construction and a further 77 
approved for building (Appendix F, Tables 3 and 4). The distribution of develop- 
ment is uneven for a variety of reasons, some of which are obvious and others not 
so clear (Appendix F, Table 5). If this pattern of development continues most 
general practitioners will, in the not too distant future, be working together with 
nurses and other workers from health centres or in purpose-built or adapted 
group practice premises. 


10. Concurrently with the developments described above there has been emerging 
the generally expressed opinion that the health service system requires functional 
and administrative unification. In July 1968 the Minister of Health published a 
Green Paper (13) putting forward tentative proposals for the reorganisation and 
unification of the administrative structure of the medical and related services 
in England and Wales. The discussions and comments which followed resulted in 
the Secretary of State for Social Services and the Secretary of State for Wales each 
publishing a Green Paper (2) in 1970 setting out revised proposals for an integrated 
health service. The new administration announced in November 1970, that they 
intended to unify the administration of the National Health Service under health 
authorities which were outside local government but which worked closely with 
the local authorities responsible for the personal social services and the public 
health service. They were not satisfied, however, with the detailed administrative 
proposals in the 1970 Green Papers. This then is the background from which 
the Sub-Committee have proceeded to work. 


The Objects of Medical Care 


11. The primary object of all medical care is to meet the health needs of the 
individual and the society in which he or she lives. Caring for the sick and main- 
taining health is a continuing process in which a number of different skills are 
involved. The contribution of the doctor may be great or small. His role may be in 
close association with patients and their families, in hospital or in some com- 
munity setting. The needs of the patient, however, may be in each of these areas. 
Consequently we have to provide a setting in which medicine is closely integrated 
with other skills and in which different disciplines work together easily. We also 
need to provide a service in which there is an efficient balance between care within 
and outside the hospital, taking account of the available resources both in terms 
of manpower and finance. 


12. Technological advance has already extended the scope of hospital practice 
and encouraged the development of specialisation. In the future it is likely to have 
an increasing influence on the practice of medicine outside the hospital in the 
patient’s own environment. If medical manpower is to be deployed economically 
there is a need to look continually and critically at the whole system of medical 
care, within hospital and outside because these are inter-dependent. For this 
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reason we suggest in terms of the services needed by a particular group of patients 
of a specific population, it would, in the future, be preferable if committees were 
not set up to deal with individual aspects in isolation. 


13. The evolution of the system of medical care in the community has, in some 
instances, failed to keep pace with advances in the science and technology of 
medicine and with the changing role of doctors and other workers. The education 
of both the doctors and the other workers has also failed to keep pace with these 
changes. The Report of the Royal Commission on Medical Education (8) and its 
recommendations regarding vocational training for doctors lends support to this 
view and evidence was presented to us that the training of nurses, health visitors 
and social workers has not always been designed to enable them to work effec- 
tively in group practice. 


14. We received evidence that there has sometimes been an over-emphasis on the 
role of the hospital,in medical care, and to some extent an over-use of a costly 
hospital service. At any one time approximately 0.8 per 1,000 of the population 
are to be found in hospital, but many of these patients do not appear to be in need 
of the skills of the hospital specialist or the facilities of the hospital. We discuss 
this in Chapter XI. It is also evident from a study of the results of a variety of 
investigations and reports, that a considerable number of people attending the 
out-patient departments of our hospitals do not need the skills of the consultant 
specialist or the facilities of the hospital. Indeed there is evidence in some cases 
that the follow-up by hospital departments duplicates the work of the general 
practitioner by assuming an inappropriate measure of continuing care for patients 
who could safely be discharged to the supervision of their general practitioners. 
We believe that the maximum of work should be handled in the community 
setting and as little as possible in the hospital. 


15. In the context of current patterns of morbidity, in which chronic and degene- 
rative diseases predominate, the task of the doctor, once the diagnosis has been 
established, lies largely in limiting the degree of disability and in helping the indi- 
vidual and family to adapt to the problems which arise. For this reason much 
ill-health is better understood, and consequently can be better managed, in the 
patient’s own environment provided that the appropriate equipment and knowl- 
edge can be deployed there. There is a need for an efficient medical care service 
located in the community. This should provide continuing care, supporting but 
equally dependent upon the hospital and embracing all aspects of illness including 
those of social and psychological origin, and dealing with preventive medicine 
and health education. The concept of the district general hospital depends upon 
a high quality service of this nature, which moreover is in the best interests of the 
individual patient. : 


16. If this object is to be achieved, the system of medical care needs to be func- 
tionally integrated both locally and regionally, and the lines of communication 
between the different disciplines and services involved in the maintenance of 
health and in caring for the sick must be well defined. It was evident from the 
report “Working Together’ (1968) (9) that a great deal had been done to inte- 
grate and achieve co-ordination between the three existing branches of the service. 
Excellent progress has been made especially in the field of integrating the local 
health authority and general practitioner services, but the impression given by the 
report is that the effort required to obtain co-ordination is out of all proportion 
to the results achieved and is far from uniform. The views expressed in the reports 


17 


of the Royal Commission on Medical Education, the Sheldon Report, the Maude 
Report (10) and the Peel Report (11) suggest that the present system will be 
rendered archaic and that we shall inevitably be driven to unification of the health 
services. The reaction to the Porrit Report (12) and, more recently, the Green 
Papers (2, 13) has shown a large measure of unanimity in favour of unification 
of the health services, although there are differences of opinion as to how this 
can be achieved. For the reasons outlined above, we assume that unification of the 
health services will take place and consequently throughout our report we try 
to examine how group practice and health centre practice can best fit into this 
pattern. 


17. At the same time we are well aware that administrative unification of the 
health services will, in itself, achieve little unless accompanied by functional inte- 
gration. We must avoid the situation whereby groups of physicians and related 
medical workers are isolated into compartments which inhibit communication 
and can only be changed by violent upheaval. For these reasons we doubt whether 
the administrative separation of the social services from the medical services, 
established by the Local Authority Social Services Act, 1970, will be satisfactory. 
The Seebohm Report (14) has made an effective case for the integral organisation 
of social work as a discipline in its own right, but in so doing has gone so far as to 
threaten to separate the health and social services at a time when general opinion 
would appear to favour integration. We concur with the view expressed in the 
report that there is a need for team work and we welcome the suggestion that 
social workers should be part of the group practice team (paragraph 700) and 
have the same standing as any other professional group. We are convinced that 
social aspects of medical care cannot be divorced from clinical aspects and that it 
is essential that some person should act as a co-ordinator if the social services 
and health services are to be administratively separated. We suggest that the most 
suitable person to perform this function would be the community physician and 
we discuss the problem further in Chapter IX. 


18. It appears to us that the recommendations of the Royal Commission on 
Medical Education and, in particular, those concerned with the teaching of 
medicine outside the hospital and the post-graduate vocational training of 
general practitioners, have received general acceptance. Consequently, we have 
also examined our subject with the assumption that all general practitioners will 
receive vocational training for general practice and will as a result, be adequately 
trained. 


The Need for a Generalist in the Health Service 


19. As specialisation in medicine progresses there is an increasing need for the 
individual person to have access to a personal physician, who will act as a doctor 
of first contact. But as specialisation increases, fewer doctors will be in a position 
to provide both primary and continuing care. There is an inherent conflict 
between the needs of a specialist and the demands of primary medical care. To 
remain skilled the specialist must concentrate his experience in a limited field, 
but the primary physician cannot do this and also be available for all types of 
illness. Conversely, if the generalist working in the community is going to be 
able to fulfil his special role, then it is improbable that he could without detriment 
to his efficiency also be a specialist in a hospital discipline. A further consequence 
of specialisation and fragmentation of medicine is the necessity for a doctor 
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to be in a position to mobilise the specialist services in an integrated way for 
the individual patient. The Gillie Report summarised this in the following 
passage: 


‘‘He acts as the essential intermediary in the transmission of specialised skills 
to the individual. Without this function of the personal doctor the hospital 
service can be used wastefully, even damagingly to the patient. This involves 
assessment of the patients’ requirements and selection of the appropriate 
consultant and department. The family doctor must interpret the patient, his 
problem and circumstances to the consultant, explain the need for hospital 
service and its possibilities to the patient and ensure the necessary communi- 
cation with all concerned including the relatives. It is he who secures the 
essential after-care in the training of the patient in recovery or adjustment 
to handicap and co-ordinates the available resources to this end. The family 
doctor is the one member of the profession who can best mobilise and co- 
ordinate the health and welfare services in the interests of the individual in the 
community, and of the community in relation to the individual.” 


20. The Gillie Report, in defining the field of work of the family doctor, laid the 
foundations of a specialty of primary and continuing family medicine. The Royal 
Commission on Medical Education accepted this concept and suggested a suitable 
vocational training structure. Prior to the introduction of the National Health 
Service, the general practitioner largely confined his role to the treatment of those 
persons who came to him with problems. Since the National Health Service gave 
each practitioner a defined population for which he was responsible, the general 
practitioner has become more and more involved in preventive medicine, screening 
for early disease and health education amongst the group of people for whom he 
undertakes to provide care. The relationship which a primary continuing physi- 
cian develops with his patients provides obvious advantages for him to undertake 
such work, and indeed in some instances the most efficient and economic results 
can only be obtained in this way. However, at the same time, there is a need to 
co-ordinate these services for the population of an area as a whole, to fill gaps in the 
service and to provide for interim arrangements whilst the system of medical 
care is developed. 


21. In addition to high scientific standards, the care of sick people demands 
the less tangible skills of doctors. These are a personal contribution depending 
upon a sense of responsibility for patient care. Also, with a limited time available 
to manage large numbers of patients, the first-hand knowledge of families and 
individuals, which a general practitioner is able to accumulate, permits greater 
depth of diagnosis and better care than can be offered by episodic contact between 
doctors and patients not previously known to each other. For this reason we 
recommend later (paragraph 33) that general practitioners, whether or not they 
are working in group practice, should individually take overall and continuing 
responsibility for a defined population of patients who should be registered with 
them. 


22. A health service based upon the general practitioner is likely to be less costly 
than a hospital-based service, and certainly a policy of providing the maximum 
amount of the health services in the community will free the highly trained staff 
and beds in hospitals for work which demands these skills and facilities. The aim 
of a high quality service based upon the general practitioner should be primarily 
to care for people out of hospital, to select and prepare those who need hospital 
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care, and to ensure that conditions are such that they can be returned to their 
homes as soon as possible. 


23. In this high-quality community service which we envisage, we see an oppor- 
tunity for general practitioners to develop special fields of interest, in which they 
become more knowledgeable and skilled, to strengthen their own work and that 
of the group in general practice. We consider that, within a group practice, the 
special interests of the doctors should be complementary as they are in many 
group practices at present. The following are instances of generally accepted 
special fields of interest in which general practitioners might usefully participate: 


(i) Dermatology. 
(ii) Geriatrics and rehabilitation. 
(iii) Obstetrics, including family planning, ante-natal and post-natal care. 
(iv) Ophthalmology. 
(v) Paediatrics, including child development. 
(vi) Psychiatry. 


Familiarity with the work load of general practice indicates that special know- 
ledge of some other conditions such as respiratory diseases, diabetes, cardio- 
vascular diseases, rheumatic disorders and of industrial medicine would be 
beneficial to a group practice. In these areas the community physician may have 
an important contributory role not only in ensuring that no group of patients 
is forgotten in the overall service but also in contributing special knowledge and 
skills. 


24. While we recognise that group practice can afford an opportunity for doctors 
to develop special interests and skills we have little faith in the concept of prac- 
titioners confining their work exclusively to certain fields of medicine or to par- 
ticular age-groups. Such a system of practice, which has been advocated by some 
authors in this country (15, 16), and which has developed in parts of the United 
States, has certain advantages in that the profession is not rigidly divided between 
specialists and generalists, and there is opportunity for interchange between 
professional groups. This method of practice, however, ignores the fact that ill- 
health in one individual is often intimately related to that of another member of 
the family in a different age-group. Theoretically, consultation between the 
different specialists can take place, but in practice such close co-ordination is 
difficult to achieve. It also loses the advantage to the doctor of seeing each new 
episode against the background of his personal knowledge of the patient’s 
previous medical history, while the gain in specialist experience is very limited 
since the case material provided by one group practice 1s inadequate as a basis for 
specialist practice. It also leads to the situation where an ill person has himself 
to decide which category of doctor to consult. Our thesis is that a person who is 
ill needs a doctor who will undertake primary and continuing care even when 
specialist advice is sought. 


25. For these reasons we think that the medical services to the community can 
most effectively be organised around a general practitioner who provides primary 
and continuing care to a defined group of people for whom he is responsible him- 
self or, when appropriate, by delegation to known colleagues. In essence this is the 
concept of the single-handed practitioner and there is a wealth of opinion which 
favours the view that such a doctor can provide a very high standard of primary, 
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personal and continuing care for his patients. Nevertheless, for reasons detailed 
in Chapter II, single-handed practice cannot meet all the demands of modern 
medical care, and the advantages of practitioners working in groups, together 
with nurses and social workers and perhaps other professions, are overriding. 
There is an inherent risk in group practice of losing the invaluable continuing 
relationship between doctor and patient, which single-handed practice permits, 
and of medical care becoming more episodic and fragmented. We make specific 
recommendations to combat this risk (see Chapter II), the aims of which are to 
ensure that the good features of single-handed practice are carried over into group 
practice. 


26. Some doctors in sparsely populated areas may still have to practise as single- 
handed doctors, but we believe that even in these circumstances many of the 
benefits of group practice can be brought to bear by suitable organisation. 


27. The general practitioner is increasingly being faced with problems which are a 
complex combination of physical, behavioural and social factors. He is also 
increasingly becoming involved in developmental assessment, preventive work 
and health education. In order to do this adequately, he needs to work closely 
with and be supported by someone who has special training in preventive medi- 
cine, health education and some social work. There are advantages if the indi- 
viduals who undertake this work have a medica! background to their education 
such as that provided by a nurse’s training. If a general practitioner is to deploy 
his skills to the maximum advantage, he also needs the assistance of a nurse 
who can undertake the purely nursing aspects of medical care and to whom the 
doctor can delegate some aspects of his work which are within the capabilities 
of a nurse. Consequently, the general practitioner needs to work from the same 
building and in close association with nurses whose functions are similar to the 
present health visitor and home nurse. 


28. For the same reasons that each doctor’s work should be related to a constant 
patient population (paragraph 21) so the work of the nurses should also be related 
to a definitive group in the community. Furthermore, difficulties of communi- 
cation and co-ordination between doctor and nurse are reduced to the minimum 
if an individual doctor and nurse together relate their work to a common patient 
population, as occurs when a nurse is attached to a single-handed doctor’s prac- 
tice. Both doctors and nurses need to be closely supported by secretarial staff 
if they are to be able to use their knowledge and skills to the best advantage. Again 
there are great advantages in the efficient running of appointment systems, and 
in terms of sympathetic and tactful handling of patients, if individual members of 
the secretarial staff work closely with each doctor/nurse team to form the basic 
unit for the delivery of medical care in the community. | 


29. Weare aware of difficulties in applying this principle in its simplest form, and 
we make specific recommendations in Chapter II on the combination of such 
units within the group practice. Such an organisation permits retention of the 
good features of single-handed practice with the advantages of group practice. 


The Role of the General Practitioner in Group Practice 


30. The Gillie Report discussed the field of work of the family doctor. We do not 
propose to reiterate all that was mentioned in that document. Any discussion of 
group practice and health centres should outline, in general terms, the role of a 
general physician in the community, describe his methods and the content of his 
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work. We think it important to distinguish between general practice as a specialty 
and general practice as a system of medical care. The general practitioner, as a 
specialist, has two well-defined roles: 


(i) The diagnosis and management in or near the home of undifferentiated 
illness in a defined population of individuals or families to whom he is 
directly accessible and for whom he accepts a continuing responsibility. 

(ii) The prevention of disease and the maintenance of health both physical 
and mental including the detection of the earliest departure from normal 
in the individuals and families of this population. 


These roles distinguish the general practitioner from other physicians. He has to 
acquire a certain body of knowledge, skills and attitudes which are essential if he 
is to be able to fulfil these roles. The knowledge required is derived from a number 
of parent subjects (see Appendix D). The knowledge there described is integrated 
and applied to the problems and situations of general practice, and the dividing 
lines have no significance. The general practitioner does not have to be a specialist 
in any of the parent subjects from which he draws his knowledge any more than 
an anaesthetist needs to be a physiologist, biochemist or pharmacologist. 


31. The traditional methods of medicine are adapted to fit the circumstances 
of each discipline. For example, the hospital specialist may in many instances 
assume that a patient’s problem is confined to his specialty. The general prac- 
titioner can make no such tacit assumptions. Implicit in his role as a primary 
physician is his availability for all types of disorders. He cannot therefore rely 
on any single clinical method but has to develop a method which can be adapted 
to any situation he may encounter. All doctors are limited by economic factors 
such as the time available and the cost of procedures which are used. These two 
factors, especially the former, apply with particular force to general practice so 
that the clinical methods must again be adapted to decide what can be achieved 
for each patient in the time available, and what is unimportant and may be 
omitted. One of the features of the work of the general practitioner is the frequency 
with which he has to make decisions about management even though a complete 
diagnosis may not have been reached. This lack of certainty of diagnosis is a fact 
of life for the general practitioner. The decisions which he makes are based upon a 
consideration of the probabilities derived from a knowledge of the relative inci- 
dence of the condition, and the relative frequency with which symptoms accom- 
pany specific diseases. He may also be alerted to special risk factors by his previous 
knowledge of the patient, and he must be alive to the necessity of early investi- 
gation of symptoms suggestive of serious disease. In addition to defining the illness 
from which a person is suffering, the general practitioner is also more concerned 
than most doctors in relating the diagnosis to the individual and in determining, 
amongst other things, what the patient’s concept of his illness is; what his expec- 
tations from the consultation are, and how the patient’s temperament, consti- 
tution, attitudes and experience will affect the management of a particular ailment. 
Finally, in many chronic diseases the clinical diagnosis is not in doubt and the 
problem is to discover why the patient’s state of equilibrium has been upset. These 
considerations illustrate the importance of the general practitioner knowing his 
patients as individuals and consequently the importance of organisation within 
group practice to permit this. 


32. General practice as a system of medical care, however, varies with the needs 
of the community, the realities of geography and with the state of development 
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of the medical services in a particular area. Consequently, the individual general 
practitioner may be required to undertake a number of other roles such as surgery, 
obstetrics, anaesthetics, industrial medicine, police work, medical referee work 
for government departments, and school health work for the local authority 
and private educational establishments. In the performance of these aspects of his 
work he is not different from a specialist in the particular field. The extent of the 
‘general practitioner’s involvement in these fields will change; for example, few 
general practitioners now undertake any major surgery, and in many areas the 
range of domiciliary obstetrics has declined to such an extent that many general 
practitioners no longer maintain the necessary skill in the conduct of the con- 
finement and have, as a result, limited their participation to the ante-natal and 
post-natal period. This process does not mean that the work of the general prac- 
titioner is contracting because, at the same time, it is expanding in other directions. 
Indeed, as we pointed out in paragraph 17, the National Health Service should be 
so organised that no physician is in such water-tight compartments that he cannot 
adapt his role to changing circumstances. Such specialist roles as these, which 
general practitioners may from time to time undertake, should not become of 
sufficient substance to detract from his essential role of primary physician respon- 
sible for a defined population, nor seriously to reduce his availability to his 
patients. 


a 


CHAPTER II 
GROUP PRACTICE 


33. In Chapter I we describe what we believe to be the objects of medical care; 
the need for a primary and continuing physician working in the community, 
the need for him to be supported by nurses, social workers and secretarial staff, 
and the role and methods of the general practitioner in this context. We suggest 
that the nursing and much of the social component of general practice should con- 
tinue to be undertaken by the present health visitor and home nurse who should, 
together with the doctor and the secretarial staff, work from common premises 
and relate their work to the same population. We suggest that these workers can 
undertake much of the work required in the community. A basic unit of 
the composition that we have outlined (see paragraphs 27 and 28) will preserve 
the essential good qualities of single-handed practice and will ensure that patients 
are able to consult the doctor or nurse to whom they have become accustomed and 
with whom they have formed a relationship. This relationship can havea significant 
therapeutic value in some situations and promotes better and more rapid com- 
munication between the doctor and the patient, which is consequently of value 
in terms of the speed and depth of diagnosis when handling large numbers of 
patients. The continuing responsibility for the well-being of a defined group of 
persons can elicit a positive attitude of responsibility in those providing the care 
and, in a demanding occupation, this source of motivation is important. Further- 
more, such a basic unit would obviate the danger of medical care becoming imper- 
sonal and episodic where large numbers of doctors and nurses work together. 


34. We have suggested a basic unit of doctor, nurse and supporting secretarial 
staff providing continuing care for a defined population. For a number of reasons 
it is impracticable for such a basic unit to work on its own. A larger group is 
required to provide cover for off-duty periods, holidays, sickness, and emergency 
work; for economic use of some items of equipment which we consider essential 
and to provide a focus for professional contact and mutual support. In addition 
the number of health visitors currently available is not sufficient to allow a ratio 
of one health visitor to each doctor, and the same is true of home nurses. Conse- 
quently, we think that a number of these basic units should work together as a 
group practice team from common premises. We recognise that the formation of 
group practice from the aggregation of a number of basic units is not the only way 
by which the requirements we outline may be satisfied. We recommend, therefore, 
that the basic unit system of organisation should not be rigidly followed but should 
be adapted to suit individual circumstances and that other methods offering 
similar advantages should also be tried. 


35. The staff of a group practice—medical, nursing and secretarial—can provide 
cover for each other without the involvement of outside agencies such as depu- 
tising services. We appreciate the need that has arisen in the past for deputising 
services, particularly for single-handed doctors or very small practices, but we do 
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not believe this form of organisation is in the best interest of the patient since the 
continuity of personal care can be lost. The employment of junior hospital doctors 
to staff these services in some areas is an unsatisfactory solution since these doctors 
are already overworked in the hospital and have had little training for general 
practice. It would be much better if the services in the community were so organ- 
ised as to be able to provide their own emergency cover. 


36. The aggregation of such basic units to form a group practice would enable 
more efficient use to be made of accommodation and equipment, and would pro- 
vide effective liaison between the individuals in the group and would facilitate 
easy communication with the hospital services. A group can also serve as a 
medium for mutual education, allow the development of special interests (see 
paragraph 23) by the doctors and the time to pursue them. 


37. The doctors in a group can practise in a financial partnership but need not 
necessarily do so. Since the formation of groups is likely to arise from the coales- 
cence of smaller practices to work from common premises we think it is probable 
that to begin with, the individual practices will wish to retain their financial 
identity. We see no reason why this should affect the functional unity of the group. 


38. We have received a great deal of opinion as to what the optimum size of the 
group should be including the suggestion that no definitive decision could be 
arrived at without further evaluation of the effectiveness of different sizes. It 
would be very difficult to set up experiments which would provide any real 
evidence because of the complex nature of the many factors involved such as local 
needs, geography, personalities, questions of communication and administration, 
etc. We find that, at present, group practices commonly comprise between three 
and five doctors but, from a consideration of all the evidence and opinion that we 
have received, we anticipate that, as time goes on, the optimum size will be found 
to be five or six doctors. 


39. Our reasons for suggesting these figures are that a group of five or six doctors 
together with the nurses and supporting secretarial staff would be sufficiently 
large to provide emergency cover for off-duty periods, holidays, and sickness for 
all the staff. The group would not be so large as to hinder intercommunication. 
Nor would it be so large as to require an unwieldy administration. A group of this 
size would be responsible for a population of approximately 15,000 persons. It 
would provide a useful instrument for the development of preventive aspects of 
medical care and health education based upon an efficient records system, and for 
close collaboration with the staff of the community physician, whose role we 
consider in greater detail in Chapter IX. It would also be large enough to justify 
the attachment, as advocated by the Seebohm Committee, of one or more social 
workers whose work would be related to the population of the group practice 
and who would be able to communicate effectively with the doctors, nurses and 
health visitors. 


40. Notwithstanding the general principle that the internal administration of a 
group should be left largely to the members of that group, we would stress that 
for the majority of episodes of care the staff of the basic unit within such a group 
should relate their work to a common patient population. We will suggest in 
Chapter VI how this type of group practice may be adapted to areas of sparse 
population without destroying the essential concept. 
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41. More than one group practice could well work from the same premises. 
These might be termed multiple group practice centres and vary in size from a 
centre for two groups of doctors to a centre for four groups or more. We use the 
term multiple group practice centre to distinguish this concept from that of the 
Community Care Unit put forward by Draper and his colleagues (17-20), 
which we discuss later. For obvious reasons the population and area served by 
centres of this sort would depend to a large extent upon local geographical 
features. There is limited experience of multiple group practice centres in this 
country, although members of the committee have seen several in which there were 
groups of two, three, four or five doctors working alongside one another. In other 
countries there are examples of centres in which as many as a hundred doctors 
work apparently satisfactorily. The advantages which we envisage could result 
from the development of multiple group practice centres are: 


(i) To make the use of more sophisticated equipment economically 
justifiable. 

(ii) Such centres could better serve as a focus for vocational and continuing 
education. 

(iii) Large enough centres of this kind could accommodate a specialist 
in preventive medicine from the department of the community phy- 
siclan who, amongst other things, would take responsibility for pro- 
moting immunisation schemes and health education and for the 
monitoring of morbidity and epidemiological work. 

(iv) Large centres could be the focus through which some of the rehabili- 
tative services could be supplied to the community and would also 
make it possible and justifiable to accommodate some of the profes- 
sional workers allied to medicine such as dentists and pharmacists. 
There are obvious advantages to be gained by these professional groups 
working side by side and by their being able to communicate easily. 

(v) It would be economically justifiable and logistically possible to do much 
minor work that is currently undertaken in casualty departments of 
hospitals in centres of this size with consequent relief to the hospital 
work-load and a reduction in the patient’s travelling time. 

(vi) Centres with more than one group of doctors practising from them 
would serve populations of upwards of 30,000 persons. Consequently 
there would be sufficient work to justify regular visits by hospital con- 
sultants in certain specialties to hold out-patient sessions in the centre. 
We think that this would have a more potent effect in bringing the 
hospital staff into contact with the general practitioner than for 
general practitioners to work in the hospital, though this does not mean 
that we see no place for the general practitioner in the hospital. (In 
Chapter XI we discuss this question in greater detail.) 

(vii) Similarly, large centres containing more than one group of doctors 
would make it possible to provide some beds with very simple nursing 
care at or near the centre, and we discuss the value of this in Chapter 
XI. 


42. The possible disadvantages of large premises were stressed by many who gave 
evidence to the Committee. The first is that patients would have to travel further 
to consult a doctor. Whilst this is true, it has been estimated that in London no 
one would have to travel more than 14 miles to a centre serving a population of 
50,000 and not more than 2 miles in the provincial conurbations. We are confident 
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that this objection can be overcome by suitable siting of the premises in relation 
to public transport, by the use of appointment systems, by the provision of 
additional transport and, in rural areas, by small satellite units which are closely 
associated with the central group practice centres (see paragraph 110). The second 
possible disadvantage is that larger premises will result in an impersonal service 
to the detriment of the doctor/patient relationship. This we recognise is a very 
real danger, but we do not consider that it is inevitable, provided that the follow- 
ing factors are given due consideration: 


(i) The staff in multiple group practice centres must comprise group 
practices whose work is related to a defined population, and these 
groups should be further divided into basic units whose work again is 
primarily related to a defined population. 

(ii) The attitude of the staff should be such that all are aware of the impor- 
tance of the personal doctor/patient or nurse/patient relationship. 

(iii) The design of the premises should be such as to sustain the identity oj 
the component group practices as we have defined them. 


43. Draper and his colleagues have argued very cogently their concept of the 
Community Care Unit. In essence this is a group practice centre large enough to 
serve a population of at least 50,000 persons. A population of this size would, 
they maintain, make it possible to provide sufficient material to justify having 
some pathological and radiological services on the premises and also to provide 
sufficient referrals to justify having consultant out-patient sessions in the majority 
of the major specialties at the premises on a weekly or fortnightly basis. We believe 
that the duplication of expensive radiological and pathological equipment cannot 
be justified and that adequate access to these facilities at the district general 
hospital can be ensured by efficient transport of specimens and patients. 


44. Considerable advantages might follow if the consultation between a con- 
sultant specialist and a general practitioner could take place in large group 
practice centres. This is the major argument in favour of the Community Care 
Unit. Community Care Units would need to have at least twenty doctors working 
from the premises. These doctors would need to be supported by nurses and 
secretarial staff in addition to other specialist workers. Consequently the number 
of people working in these units might be as many as 100 or more. We consider 
that the administrative organisation of such a large centre is not impossible, 
but it poses problems which can only be solved by experiment. These experiments 
would have to be carefully evaluated, and in this respect the Health Departments, 
together with the Royal College of General Practitioners and those medical 
schools with departments of general practice, would have a great part to play. 
It is essential that premises now in the planning stage be so designed that they can 
be enlarged in the future unless we are to find ourselves confined by the limitations 
of existing buildings. (We consider this matter in further detail in Chapter VI.) 


The Work-load of a Group Practice 


45. Throughout this chapter we have calculated the size of the population for 
which the group practice team could provide care upon the assumption that the 
average list size of a general practitioner is 2,500 and that a health visitor and a 
home nurse can each care for approximately 5,000 persons. It has often been sug- 
gested that one of the benefits of group practice would be that it would enable 
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a general practitioner to care for more people. The rationale behind this thinking 
is that there has been duplication of the work of the general practitioner, the 
health visitor and the home nurse; that if the general practitioner were closely 
supported by nursing and social work staff, then he could delegate work to them 
and that the secretarial help would free the doctor of much non-clinical work. 
We consider in Chapter III the role and work-load of the health visitor and the 
home nurse in detail. At this stage it is sufficient to say that all the evidence shows 
that: ; 


(i) The case-load of both the health visitor and the home nurse is materially 
increased and tends to change in character when they work with the 
general practitioner. 

(ii) Whilst the nurse and health visitor may relieve the general practitioner 
of some work, the health visitor also brings work to him by virtue of her 
function as a case finder. 

(iii) The majority of general practitioners consider that the time they are 
able to give each patient at present is inadequate. 


46. The work-load of the general practitioner has been studied in many different 
situations. It varies from area to area, from practice to practice and even from 
doctor to doctor. It must also be remembered that general practitioners fulfil 
other functions in the health service (see paragraph 27) and it is also envisaged 
that some general practitioners should take a more active role in the hospital 
in the future. For these reasons we think it is unlikely that a general practitioner 
would be able to look after very many more persons than the present average list 
size of 2,500 persons. We believe that group practice will allow redistribution of 
the work and therefore enable the doctor to spend more time with the individual 
patient. We consider that the advantages to be gained from group practice lie 
much more in the ability of the group to provide a higher quality of medical care 
in the community with consequent saving in the costs of the hospital services, 
and that if we can achieve this object it would justify economically the provision 
of a more generous staff/population ratio than exists at the moment. 
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CHAPTER III 
THE NURSING STAFF IN GROUP PRACTICE 


Background 


47. The nursing services in the community have developed over a number of 
years in order to meet the requirements of the community and to fulfil particular 
needs as they became apparent. The result is that there are now a number of 
different kinds of nurse working in the community. 


(i) The Health Visitor, whose work lies largely in the field of preventive 
medicine, health education and social problems of the family. 

(ii) The Home Nurse, who undertakes the nursing care of patients in 
their own homes and the group practice centre, under the clinical 
direction of the general practitioner. 

(iii) The Domiciliary Midwife, who provides continuing care throughout 
pregnancy, labour and the lying-in period. 

(iv) The Practice Nurse, or Clinic Nurse, who works solely in the group 
practice centre. | 

(v) The Enrolled Nurse who is engaged on nursing duties under the super- 
vision of the home nurse. The Enrolled Nurse undertakes the nursing 
care of patients in their own homes and in the group practice centre. 

(vi) The Ancillary Nursing Help is a lay assistant who is responsible to 
and works under the supervision of the home nurse and health visitor. 
This ancillary worker undertakes simple nursing duties that are speci- 
fically allocated to her in the patient’s home, or in the group practice 
centre. 

(vii) The Home Nurse/Health Visitor (called in our report the Community 
Nurse). For many years, particularly in rural areas, there have been 
nurses who combine the role of the health visitor, the home nurse and 
sometimes of the domiciliary midwife as well. 

(viii) The School Nurse. The majority of school nurses are also health 
visitors and are employed on nursing duties in the School Health 
Service. In special circumstances, described in the School Health 
Service Regulations, 1959, a State Registered Nurse may be graded as 
a school nurse. The function of the School Nursing Service is to provide 
services for both the child and the school, and to maintain a health 
link between the school and the home. The health visitor/school nurse 
maintains continuity of supervision by making regular and frequent 
visits to the school, and in consultation with the teacher is able to 
identify children who need medical examination and to give particular 
attention to the detection of certain defects, especially early defects 
of vision and hearing, and abnormalities of behaviour. 


48. The National Health Service Act 1946 made it a duty for local health autho- 
rities to provide a home nursing and domiciliary midwifery service to meet the 
needs of their citizens, and to make provision in their areas for health visitors to 
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visit at home expectant and nursing mothers and to advise on measures necessary 
to prevent infection and on the care of young children. There was a rapid expan- 
sion in the work of the home nurse in both quantity and character and the work of 
the health visitor began to extend to take in other members of the family—the 
school child, the tuberculous, the chronic sick, the handicapped and the aged. A 
large measure of administrative cohesion was thus achieved but in some areas 
little functional unification occurred. The home nurse, health visitor and domi- 
ciliary midwife continued to work in isolation, rarely meeting each other and 
having little contact with the general practitioner. Communication was conse- 
quently difficult and in some instances led to unnecessary duplication of work. 


49. Schemes of attachment of nurses to the practices of doctors have helped to 
solve some of the problems arising from the previous isolation of the nurses and 
the doctors. At the same time, however, these schemes have contributed to changes 
in the pattern of work of the nurses and of the general practitioner. This has resul- 
ted in some confusion as to the future role of the various nursing personnel, 
and this uncertainty was apparent in the written and oral evidence given to us. 
It is accepted that attachment is essentially a partnership of nurses with general 
practitioners. If we are to be able to place a greater emphasis upon the quality 
and content of our medical and health care outside the hospital and to integrate 
such care with the hospital service, we think it is necessary to take an entirely 
fresh look at the needs for community nursing services and especially in group 
practice. 


The Nursing Needs of Group Practice 


50. We believe that the nursing needs of group practice correspond broadly 
with the nursing requirements of the community as a whole. 


51. The functions of the health visitor and home nurse need to be provided in the 
setting of the home and group practice centres. There will, we think, be an increas- 
ing need for this type of work because of changes in morbidity patterns and as 
techniques in medicine advance. Furthermore, the success of early discharge 
and day surgery schemes will depend upon a high quality service of this nature. 


52. Work studies undertaken by local authorities into the content and method 
of work of nurses in the community have helped to assess the extent to which more 
use could be made of state enrolled nurses and ancillary nursing help. Information 
obtained from the Department has shown the increasing use made of state 
enrolled nurses and ancillary nursing help. Some local health authorities have 
been very slow to implement the recommendations of the Sub-Committee of the 
Standing Nursing Advisory Committee (1964) (21) in this respect, despite repeated 
approval of this principle by the Health Departments. The state enrolled nurse 
is now an accepted member of the community nursing service and, increasingly, 
certain tasks, such as bathing, dressing and undressing of patients, are delegated 
to ancillary nursing staff who are responsible to the home nurse or health visitor. 
If nursing units in the community are established, as we recommend in Chapter XI, 
then we think that the nurses of a group practice may have a part to play in the 
work of these units. 


53. Itis likely that the need for preventive nursing work will increase in the future 
for persons of all ages within the population. All those working in group practice 
should develop the opportunity to give advice on health education. It will be 
necessary to set aside special sessions within group practice for such work as 
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child health clinics, immunisation, family planning and pre-symptomatic screen- 
ing programmes. The value of the work done will be greatly enhanced by the 
use of an adequate records system in group practice and with the help of the 
community physician and his department in co-ordinating the activities of the 
group practices within an area. 


54. We have stated elsewhere that we do not believe that medical care can be 
separated from social care. Furthermore it seems to us self-evident that most of 
the problems which occur in the course of almost any illness are better dealt with 
by one of the health team immediately concerned with the patient. Where social 
workers have been attached to group practice it has been found that there need 
be no unnecessary overlap of functions and that social workers deal only with the 
social problems which require their special skills. 


55. The Peel Report (11) has recommended that the hospital and domiciliary 
midwifery services be integrated and that, with few exceptions, all women should 
be delivered in hospital, although many will only need to stay there for a short 
time. In particular, the Report stated that in these latter cases there should not be 
a rigid time in the lying-in period when the midwife’s functions cease and the 
health visitor’s role begins, but that this should depend upon the needs of the 
mother and her baby. There would be advantages if the care of the mother and 
baby discharged early in the post-natal period were subsequently provided by her 
own doctor and the nurses of the group practice. Ante-natal care will remain a 
very important function of the group practice team of which the hospital midwife 
should be a member. 


56. There is a considerable amount of work undertaken at present by the general 
practitioner which could be delegated to suitably trained nurses, and similarly 
some work could be delegated by highly trained nurses to less highly trained nurses 
or even to suitably trained lay staff. The doctor’s essential skill is in making clinical 
decisions. Many tasks which do not require a clinical decision can therefore be 
delegated. State registered and state enrolled nurses have always undertaken 
certain functions up to the point where a decision has to be made. Examples of 
these functions are the taking of measurements such as temperature and blood 
pressure, the collection of pathological specimens, simple laboratory tests such as 
urinalysis and haemoglobin estimation, and certain therapeutic procedures such 
as injections and cautery. In some areas state registered nurses have received in- 
service education so that they take venous blood and undertake diagnostic 
procedures such as electrocardiography, lung function tests and audiometry. It 
is important that each member of the team—the doctor, nurse, health visitor, 
midwife, state enrolled nurse and ancillary nursing help—is used to the highest 
level of skill. 7 


57. We know of instances where a nurse acts on behalf of a doctor in situations 
in which a decision is required. Examples of this type of work are when a nurse 
is used to screen patients before they see a doctor, and undertakes follow-up 
visits or consultations. There is considerable potential for the development of 
this type of work so making the best use of medical and nursing manpower both 
in terms of economy and efficiency. However, great care must be taken to ensure 
that the nurse does not form a barrier between the doctor and his patient. Pilot 
schemes, both planned and now in progress, must be carefully evaluated. In 
areas where such a pattern of work has not yet evolved it is important that nurses 
should receive specific training if they are to undertake such functions. 


31 


The Type of Nurses Needed in Group Practice 


58. Before considering the type of nurses who will be needed to perform the 
functions outlined in the preceding paragraphs we think it is necessary to stress 
certain pre-requisites that will need to be satisfied, and certain facts that must be 
recognised if the group practice team is to work as a functional unit. 


(i) The size of the team must be reduced to the minimum compatible ads 
providing the range of services needed. 

(ii) There will be an increasing demand for preventive measures of all 
sorts. 

(iii) The concept of the district general hospital and the present trend for 
medical care to take the form of short intensive treatment in hospital 
and a more extended care in the patient’s own home will place increasing 
demands upon the nursing services in the community, calling for an 
increasingly high quality and a wider range of nursing skills. 

(iv) Economic use must be made of both medical and nursing skills. 


59. The group practice and nursing personnel are responsible for providing the 
whole range of personal care services for the patient and family. The simplest 
solution would be to have one trained multi-purpose nurse who received post- 
basic training to enable her to provide total nursing care supported by state 
enrolled nurses and ancillary nursing help to whom she could delegate appropriate 
tasks. Each doctor would, we think, require one nurse of this sort to work with 
him. Within a group practice the nurses would be able to provide cover for one 
another. Nurses of this type exist in those areas, mainly rural, where the roles of 
the health visitor and home nurse and even midwife are encompassed by a single 
nurse. 


60. The attraction of such a system is obvious. Preventive medical care is not 
segregated from curative care. Arrangements of this kind would seem to simplify 
communication between doctors and nurses. The care of the individual patient 
is provided by fewer persons and consequently there is greater continuity. 


61. The disadvantages of this system were put to us forcefully by many of our wit- 
nesses. There are not enough nurses to provide such a service; nurses prefer to 
specialise and some are more temperamentally suited to the demands of curative 
medicine, whilst others have the personality for and are attracted to preventive 
work. The most important objection was that the demands of curative medicine 
would take precedence over and detract from the quality and scope of the preven- 
tive work. Out of necessity the community nurse has had to be employed in some 
places and this system might well be adopted more widely if it were felt to be the 
best. There is a clear need for further experiment in this field. 


62. A second solution would be to have a nurse who is trained to provide all the 
requirements of group practice with the exception of preventive work and health 
education. This latter function could be undertaken by fewer nurses trained more 
specifically for this role. With this method it would be probable that each doctor 
within a group practice would require the services of one state registered nurse 
supported by a state enrolled nurse and ancillary nursing help and that preventive 
work and health education for the group as a whole could be undertaken by one 
or two specialist nurses. Whilst this method would have the advantage of limiting 
the size of the basic unit, the nurse specialising in preventive care would tend to 
become isolated from the individual patients and would need to relate her work 
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to a number of doctors. Furthermore, preventive medical care would be quite 
rigidly separated from curative medicine. 


63. A third solution is essentially a compromise between the two extremes out- 
lined in the preceding paragraphs and is one commonly found today where 
nursing personnel have been attached to group practices. The present health 
visitor, home nurse and enrolled nurse work as a nursing team with ancillary 
nursing help in order to supply the total nursing needs of the group practice. 
A ratio of one health visitor, home nurse and enrolled nurse to every two doctors 
in a group accords with the numbers available at the present time. In addition 
to their basic training each should have suitable post-basic training to enable 
them to perform their individual roles. Such training should prepare them to 
work as a team, each nurse understanding the skills of the other. Whilst there 
would be a need to identify the role of each, this should not be carried to the 
stage at which one nurse would be unable to provide temporary cover for the 
other. ; 


64. We have insufficient evidence to recommend the adoption of either of the 
first two methods of providing nursing care. Further carefully evaluated experi- 
ments of both methods must, however, be undertaken in the setting of group 
practice and a unified health service. Moreover, it is obvious that the nursing ser- 
vice in the community can only evolve from the existing pattern of service. 
For these reasons we recommend that the nursing service of a group practice 
will be best supplied by the present health visitor, home nurse and enrolled 
nurse, who should be attached to the individual doctors within the group practice 
and supported by ancillary nursing help (Appendix F, Table 6). 


65. There are some nursing functions needed in the community other than those 
connected directly with group practice. The community physician will have an 
important role to play in the organisation of these services. In his capacity as an 
epidemiologist he will also require the services of the same nurses to enable him 
to carry out his function. It should not be necessary to develop a separate type 
of nurse to undertake this work. 


The Organisation of Nurses in the Community 


66. We agree with the recommendations of the Report of the Working Party 
on Management Structure in the Local Authority Nursing Services (Jan 1970). 
We accept that the nursing services in the community need to be co-ordinated 
and directed by a chief nursing officer. The administration of the community 
nursing services involves considerable management responsibilities and the chief 
nursing officer and her nursing officers have a role to play in the deployment of 
nurses amongst group practice. 


67. We state elsewhere that the detailed organisation of a group practice should 
be the concern of the doctors within the group. Likewise, the detailed organis- 
ation of the nurses’ work within a group should be the concern of the nurses in 
consultation with the doctors. A significant feature of successful attachment 
schemes has been the way in which the nurses have identified themselves with and 
have developed a loyalty to the practice. We welcome this as being the kind of 
attitude that we think should exist in group practice. It is important that the 
nurses within each group practice can have the counsel and support of first- 
line managers as recommended in the Working Party Report on Management 
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Structure in the Local Authority Nursing Services (22). This nursing officer 
will be the senior nurse of the group practice and will be responsible both to the 
doctors and the chief nursing officer in the community. 


68. The organisation both at the area level and within the group practice will need 
to be flexible and capable of adaptation to meet the needs which will vary from 
time to time and in different localities. No distinction should be maintained 
between the practice nurse, as employed today, and local authority nurses working 
within the group practice. We recognise that a separate practice nurse has suited 
some practices and nurses but it should not be continued within a unified health 
Service. 


69. The nurses in group practice require accommodation which should include 
a separate room or rooms in which they can work when they are not seeing patients. 
Nurses will need to be supported by the secretarial staff of the group practice. 
It is essential that the nurses are provided with adequate transport facilities. 


The Future Training of Nurses for Group Practice 


70. In their evidence to us the General Nursing Council stated that the basic 
training will in the future give the student nurse some awareness of nursing out- 
side the hospital. We welcome this. The training of the health visitor, the home 
nurse and enrolled nurse should be adjusted where necessary so that all the 
nursing needs of the group practice that we have outlined are covered, without 
unnecessary duplication. We welcome the setting up of the Asa Briggs Committee 
“to review the role of the nurse and the midwife in hospital and the community 
and the education and training required for that role’. We recommend that both 
the training of the health visitor and home nurse should include training in 
selected group practices (see Chapter XII). It will be essential to arrange for suit- 
able courses of re-training for married nurses who return to work as their families 
grow up. 


The Need for an Increase in the Future Establishment of the Nursing Services in 
Group Practice 


71. It is clear that with the growing costs of institutional care and treatment the 
demands of the community services will increase with a consequential need for 
substantial expansion in the numbers of nurses in the community. Our recom- 
mendations will also require a further increase in nursing establishment if the 
proper and best use is to be made of available nurse manpower. There appears 
to be little difficulty in attracting nurses to work in the community. Some of 
those who gave evidence to us were concerned that a substantial increase in the 
establishment of the community nursing services would be reflected by even 
greater staffing problems for the hospital service. This incorrectly assumes that 
competition for recruits will necessarily be from the same field. The evidence that 
we have received suggests that the majority of those nurses who work in the com- 
munity nursing services would not wish to work in a hospital at all. The work is 
particularly attractive to the married nurse and, with proper organisation, con- 
siderable use can and should be made of part-time nurses. 
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CHAPTER IV 
SOCIAL WORK AND GROUP PRACTICE 


72. We mentioned in paragraph 17 that we do not consider that the social aspects 
of medicine can be separated from the clinical. The Royal Commission on Medi- 
cal Education (8) took the same view and quoted the Goodenough Committee 
(23) which said that ““Teaching in the social aspects of medicine should be inte- 
grated with the clinical work of the student during the undergraduate course and 
intern year’. The report also said ““There is no single way of achieving this aim. 
Sociologists, social workers, hospital clinicians, general practitioners, social 
administrators, social medicine and public health staff and others, will all have 
integrative contributions to make at different stages in the curriculum’’. Psychia- 
trists and paediatricians in particular, are convinced of the inadvisability of 
separating the health and social services. 


73. If team work between social workers and medical workers is so important 
in education, it is equally vital in general practice. The Institute of Medical Social 
Workers stressed the importance of team work in their evidence to us and said 
““Group practice reaches out into the community to serve people with problems 
of physical and mental ill-health. In so doing, they also uncover problems of social 
ill-functioning that would not be brought to the notice of other personal health 
services. We envisage group practice being an important spearhead into the 
community for the detection of problems of social ill-functioning.” The necessity 
for close co-operation and team work between social workers, health visitors 
and general practitioners was recognised in the Seebohm Report (14) (paragraph 
690 and onwards). In paragraph 700 the Report recommended the attachment 
of social workers to group practices. 


74. The Seebohm report, in paragraph 589, recommended the experiment of 
the siting of area offices of the Social Services Department in association with 
health centres. The inclusion of all types of social work within a health centre 
would lead to a very large professional group, and the use of the centre by large 
numbers of people many of whose problems would have no direct medical associ- 
ation. Whilst it would be logical to site an area office of the Social Services Depart- 
ment close to a health centre we do not favour their combination in one building. 
The second Green Paper (2A) proposed in paragraph 46 that social workers should 
be made available to serve the community health services centred on the general 
practitioner. The incorporation of a social worker in the group practice team 
would provide the necessary link, retaining those problems which have a major 
medical content and handing on the rest to other social workers in the nearby 
area office of the Social Services Department. 


75. Although the Seebohm Report listed many of the advantages that would 
follow if a social worker were to work in a team of general practitioners, it pointed 
out that general practice and general practitioners are not all yet ready for sucha 
programme (paragraph 699) and that their training is inadequate in this respect 
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(paragraphs 694-696). We agree with the criticisms in the Seebohm Report 
concerning the inadequate training of doctors in respect of the social aspects of 
medical care, both in the undergraduate and the postgraduate phases. The 
implementation of the recommendations of the Royal Commission on Medical 
Education would go a long way towards correcting these defects. On the other 
hand the Standing Conference of Organisations of Social Workers also felt that 
the present training of social workers did not fully equip them for work in group 
practice. We think that it would be unwise to reject the idea of a social worker 
as a member of a group practice on the grounds that the training of general prac- 
titioners and social workers is at present inadequate. It makes more sense to 
point out the defects in the education of doctors and social workers that exist 
today and to assume, as we have done, that adequate training for both will exist 
in the future. A social case worker has an important role to play in the group 
practice team but at the moment there are very few social workers who are trained 
to undertake the work we have in mind. 


76. The present training of social workers for the health and welfare services is 
varied. Many take a two year course of integrated theory and practical training 
leading to a certificate in social work. Others are university-trained as psychi- 
atric social workers, medical social workers or family case workers, usually taking 
a degree or diploma in social science followed by a professional course of at least 
one year. Some take a two year course following degrees in other subjects, ora 
composite four year course including a degree and professional training. Students 
on professional courses do practical training in hospitals, local authority social 
service departments and voluntary organisations. 


77. Within group practice we see the work of the professionally trained social 
worker as: 


(i) The assessment of psycho-social problems. 
(ii) Case work with individuals or groups. 
(i11) Liaison with other agencies. 


We agree with the concept of broadly based, non-specialised generic training for 
social workers (Seebohm Report, Chapter 18). However, just as newly qualified 
doctors require postgraduate training and experience to fit them for work as 
general practitioners, so does the newly qualified social worker in order to fulfil 
the exacting and highly professional role that we envisage within the group 
practice team. A major part of this training must include experience of work with 
the mentally and physically ill, both in and out of hospital, family casework in the 
community, and work to give some knowledge of the prevalence, incidence and 
management of diseases in the community. In these respects, teaching in group 
practice should provide an excellent training situation (see Chapter XII). 


The Role of the Social Worker in Group Practice 


78. The importance of a team approach to social and medical problems becomes 
immediately apparent when one considers the role of a social worker in the com- 
munity. Social work in some form is involved in much of the work of the general 
practitioner. In acute illness simple explanation and support may be required, 
based on medical knowledge and experience and involving a sympathetic ear, 
together with the mobilisation of such physical support as is needed. In chronic 
illness more continuous support and guidance may be required and additional 


36 


problems of housing, employment and finance may arise. Many patients seen in 
general practice are suffering from non-organic illness. Some are suffering from 
psychoses or are sufficiently disturbed to require hospital treatment. Others are 
suffering from stress which can be simply resolved by explanation, advice and the 
passage of time. There is, however, a significant group who require case work in 
depth and over a long period of time and who are best handled within the group 
practice (see paragraph 80). At present there is a shortage of trained social workers 
with the appropriate skills to meet this need. 


79. The advice, support, explanation and mobilisation of physical resources 
required in both acute and chronic illness can often be supplied by the health 
visitor with her background of medical knowledge and nursing experience and 
the relationship which she has with the families in the community. The social 
content of her work will be eased if a social worker is present but the knowledge 
that she and the general practitioners have of the families under their care can be 
extremely valuable when case work is subsequently required, and this in turn 
may bring to light other problems within the family which would again come 
within her sphere. In some cases of chronic disability, for example in the case of 
a mentally or physically handicapped child, a social worker may also be involved 
and close liaison between all those concerned is essential. 


80. Though the general practitioner of the future will have more training in the 
behavioural sciences he will not have the time to undertake much case work. We 
have evidence from general practitioners and social workers (Forman and 
Fairbairn at Barnstaple (24), Faulkner, Goldberg, Speak and Neill in London 
(25), Page and Gough at Coventry (26)) that a social worker of suitable training 
and experience, working as a member of the group practice team, can best supply 
this need. Many patients require case work, medical assessment and medical 
care. Emotion disturbances may be present as, or be involved with, physical 
disease, and likewise physical disease may present as an emotional disturbance. 
It therefore seems essential that the social worker should be an equal member of 
the community care team. Only in this way can a team approach to the patient’s 
problems be encouraged and the necessary communication between doctor, 
social worker and nurses be obtained. Social workers in the group practice team 
would be ideally placed for the convenience of the community and also in the 
best position to undertake preventive and case-finding work. 


81. In the preceding paragraphs we have attempted to define the type of social 
work which is required in group practice. There have been few attempts to quantify 
this or to assess the number of such social workers who will be needed. Further 
work of this sort is urgently required. 


82. The Home Help Service provides physical support in the home at the present 
time primarily for those who are ill or infirm and are therefore already under some 
degree of medical supervision. The home help is a valuable source of information 
about changes in the patient’s condition. Although a part of the social services, 
close liaison between the home helps and the group practice cannot fail to be 
beneficial to the overall care of the patient and is essential where early discharge 
schemes are in operation. We therefore think that home helps should be attached 
to the group practice team. 


83. There is a need to bring voluntary agencies into closer contact with the 
community care team. Some, such as the WRVS, are centrally organised, while 
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others are in small groups based on a local church or community centre. A small 
liaison committee, embracing all such organisations within the area served by 
the group practice or health centre, might be sponsored to form a link with group 
practice. A health visitor or social worker could well undertake this. Over a 
wider area, these efforts could be co-ordinated by a paid organiser provided by 
the district committee. 
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CHAPTER V 


THE SECRETARIAL STAFF OF GROUP PRACTICE 


84. In this chapter we deal with the clerical, secretarial and administrative staff 
of a group practice and we use the term “‘secretarial staff” to embrace all those in 
a group practice who are not doctors, nurses, or social workers. 


85. To make the best use of their professional training general practitioners and 
the professional colleagues working with them in group practice should have 
sufficient staff to whom they can delegate as much of the clerical work as is pos- 
sible. Enough staff is needed to cover sickness, off-duty periods, holidays and 
out-of-hours work (e.g. afternoon consultations extending beyond the normal 
working hours). Delegation of work to secretarial staff is a comparatively recent 
development in general practice, and the present levels of staffing may be found 
inadequate in the future. In this connection we believe that secretarial assistance 
would increase the efficiency of the health visitor, nurse or social worker in the 
group practice team. 


86. All the professional staff of a group practice team will be serving a common 
population and consequently we think they should therefore share the same 
secretarial staff. This will have a potent effect in encouraging the development of a 
team approach to their work. It was stressed by the majority of organisations 
representing general practitioners and by individual general practitioners, who 
gave evidence to us, that the secretarial staff should be selected by the doctors 
in a group practice. We agree that the doctors should play a major part in the 
selection because we regard each group practice as a team providing an essentially 
personal service, in which compatibility of personalities will be an important 
consideration. Furthermore, this method of selection places the responsibility 
for the success of such appointments upon the group practice itself. 


87. In considering what secretarial help is required, and how staff should be 
trained, we have looked at the overall secretarial needs of a group practice and 
can identify five different functions. These need not necessarily be fulfilled by 
different people. 


(i) The first type of service is that which involves contact with patients. 
It includes the reception of patients, the management of their movement 
in the building, the interpretation and management of patients’ enqui- 
ries at the reception desk, making appointments for consultations and 
recording requests for home visits. We feel this service should also 
include the reception of similar enquiries and requests by telephone 
because this is an important part of the reception service in general 
practice. We discuss this further in paragraph 93. This type of service 
calls for courtesy, patience, good humour and understanding, as well as 
efficiency and reliability. It does not, however, necessarily require a 
nurse’s training or typing ability. 

(ii) The second type of service is that associated with the handling of records, 
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and is essentially clerical in nature. It includes the extraction and 
filing of record cards and their day-to-day maintenance; the registration 
of new patients; the maintenance of practice registers such as age/sex 
and morbidity registers and the clerical work associated with research 
projects. It is too early to predict the effect of the computer on general 
practice records but, if this develops, the requirements of data handling 
will fall into this category. Shorthand and typing are not essential 
requirements in this type of service. | 

(iii) The third type of service is medical typing and shorthand, the use of 
office equipment, such as dictating machines, duplicators, or photo- 
copying machines, and dealing with the correspondence and allied 
work for all the professional members of the group practice. 

(iv) The fourth type of service is in the field of technical procedures related 
to the clinical work of the practice which are normally undertaken 
in hospitals by laboratory technicians. This includes urinalysis, on-the- 
spot erythrocyte sedimentation rate and haemoglobin estimations; 
the collection of specimens for the laboratory, such as swabs, midstream 
urine specimens, and venous blood; pregnancy testing and electro- 
cardiography. We think the call for such procedures, of which the 
majority will necessarily be performed within the practice premises, 
may become greater in number and type. It will be increasingly important 
to provide for such services in order to make the best use of the skills 
of the doctor or nurse. 

(v) The fifth requirement is for leadership and co-ordination. This requires 
a person who will act as the senior member of the secretarial staff; 
organise the work of the office in conjunction with the professional 
staff; act as spokesman for the secretarial staff as a whole; manage staff 
salaries and manage the practice acounts in association with the prac- 
tice. 


88. The evidence we have heard demonstrates the wide variety of secretarial staff 
who cover these functions at the present time. In this developing phase of group 
practice organisation we feel that it is not only inevitable, but desirable, that 
different methods are tried in order to evaluate and establish the most effective 
patterns. 


89. There is some conflict in deciding upon the composition of the secretarial 
staff for group practice. On the one hand, each of the service functions described 
above can be reflected by the appointment of differently trained personnel, e.g. 
receptionists, records clerks, typists and technicians, who together form a com- 
posite team. This ensures the appropriate training for the work performed. The 
rigid application of this principle could lead to inflation of the number of persons 
forming the group practice team, the generation of unnecessary communication 
problems, and loss of flexibility in holiday and sickness cover. The alternative 
method of employing people capable of carrying out several functions is more 
appropriate to a small team offering a personal service, and is likely to reduce the 
size of, and therefore to improve the communication within, the team and prove 
more flexible in practice. Our recommendations for the composition of the 
secretarial staff for a group practice recognise this, but accept some compromise 
between the two methods. 


90. Considerable confusion exists at present because of the use of various terms 
for the same function. For clarity we use five terms only, each indicating the main 
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function which is performed, viz. receptionist, medical typist, records clerk, 
practice manager and technician. Subject to the comments which we have made 
above, we suggest that each type of service described in paragraph 87 can best be 
provided by: 


(i) 


(il) 


(iii) 
(iv) 


(v) 


Receptionists to whom are allotted all the duties involving patient 
contact, whether contact is made in person or by telephone, and the 
day-to-day management of records, appointment systems and visiting 
lists, all of which relate naturally to the service given to individual 
patients. 

Records clerks whose sole function will be the maintenance of records. 
At the present time, however, we feel that this function can be under- 
taken by the receptionists, giving greater flexibility for cover in sickness 
and holidays and perhaps greater motivation and work satisfaction, 
since they know the patients concerned. Nevertheless, we see a limited 
function for records clerks where age/sex and morbidity registers are 
maintained, and to deal with records overall and especially the manage- 
ment of their flow to and from the Executive Council. With the develop- 
ment of computer-based records there will be a greater need for records 
clerks in the future. 

Medical typists who carry out typing and allied office work in an office 
set apart from the reception area. 

Technicians. The technical procedures related to the clinical work of 
the practice are at present commonly performed by the doctors them- 
selves, by the practice nurse-or attached nurses, or in some instances 
by secretarial staff. While we consider it advantageous to free profes- 
sional staff from such technical procedures, it is doubtful whether the 
volume of work provided by a group practice would justify the appoint- 
ment of a technician. In multiple group practices, a technician could be 
justified, but we think that this might present problems of communi- 
cation, supervision and isolation and prove an extravagant method. 
The evidence we have heard suggests that such procedures in the main 
are being undertaken by nurses and we think this should continue. 
On the other hand, there is evidence from Holland (17) and elsewhere 
that receptionist training can be extended to cover some technical 
procedures, for instance, urinalysis, erythrocyte sedimentation rate and 
electrocardiography. This appears to us to be a way of relieving the 
pressure on nurses’ and doctors’ time, and bearing in mind that these 
procedures do not call essentially for a nurse’s training, we recommend 
that experiments in extending receptionist training to cover this area 
be conducted. ; 

Practice Manager. We recommend that the functions of practice 
manager should be a part-time function of the senior receptionist 
within a group practice, but in multiple group practices and in health 
centres accommodating more than one group practice, we think there 
should be a separate post of practice manager, filled by someone with 
greater experience. We think that it would be advantageous if such a 
person had trained and served as a receptionist in group practice and 
if the post is seen as the senior appointment in the secretarial service. 


91. The role of the receptionist in general practice needs special attention. This 
role, whether in single-handed or in group practice, is more exacting and carries 
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greater responsibilities than are usually implied by the term “‘receptionist”’ in 
other occupations. Though much of the work is routine, most of it is given as a 
personal service to individual patients, with all the demands that this entails. 
While dealing with a large number of items of service in a limited time, the 
receptionist has yet to give full attention when required to patients who may be 
anxious, confused, aggressive, inarticulate, or simply in a hurry, and to interpret 
both their difficulties and their needs. Her success or failure in this task may have 
a lasting effect on the value of the relationship subsequently established between 
the patient, doctor, and nurse. She must be capable of relieving the professional 
staff of routine enquiries, so that clinical work can go forward, and at the same 
time guard against setting up a barrier between patient and doctor. Indeed, she 
must act as the patient’s guide in providing appropriate contact with the pro- 
fessional staff, and she must be constantly on the watch for serious or urgent 
situations demanding immediate attention. We draw attention to these facts 
because of their importance in the selection and training of receptionists and 
to underline the difference between this service and purely clerical work. 


92. We have noted the evidence given to us concerning the value of a “‘personal 
secretary” working with one doctor in single-handed practice, and we think there 
is substance in the suggestion that this function could be fulfilled by “‘secretary/ 
receptionists” trained to cover both the reception and clerical and office work. 
Receptionists so trained and attached to the basic units we have suggested in 
Chapter II, could supply all the secretarial needs of each basic unit. This would 
have the effect of reducing the total number of people concerned with each 
patient, and we think it would make for efficiency, confidentiality and easy 
communication. We recommend further research into the effects of such a system 
on the standards of care given and the cost of providing it. 


93. We have made no mention of telephonists in discussing the secretarial staff. 
The incoming telephone calls to the group practice, which unlike incoming calls 
to a hospital are predominantly directly from patients, should be handled by 
suitably trained reception staff. The delegation of this work to the sort of persons 
likely to be employed as telephonists would place too much responsibility on the 
latter. We recommend, therefore, a telephone system which puts patients directly 
into contact with the receptionists of the practice, who can then transfer calls 
direct to a doctor, if required, and that patients should not have to deal with any 
third party in addition. In the larger multiple group practice, one receptionist 
may need to be on continuous switch-board duty. 


94. Although the method of payment of the secretarial staff is not strictly within 
our remit, we feel that we must make some comment upon it, because it could 
influence the development of satisfactory group practice. We recommend that 
the Health Departments and the representatives of the profession should main- 
tain a continuous watch upon this situation, in order to ensure that doctors are 
not penalised financially by providing themselves and other members of the group 
practice team with adequate secretarial help. It is important to recognise that 
many of the persons who occupy secretarial posts in group practice work part- 
time. There are advantages in this arrangement, because it allows greater flexi- 
bility and, more important, makes it possible to attract the more mature type of 
person with suitable experience and ability. 


95. We recommend that the provision of courses for receptionists, as distinct 
from medical secretaries, should be encouraged. An increasing number of Tech- 


42 


nical Colleges are providing courses based upon the syllabus of the Association 
of Medical Secretaries. We would draw particular attention to that part of the 
syllabus which stresses the need for in-service training within specially selected 
group practices of varying types and in differing environments. 


96. For the most part, any secretarial work which may be required by the pro- 
fessional staff of the community physician, or visiting staff from the hospital, 
should be undertaken by the group practice secretarial staff. 
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CHAPTER VI 
THE PREMISES FOR GROUP PRACTICE 


The Present Position 


97. Broadly speaking general practitioners in group practice work at the moment 
from three types of premises: 


(i) Health centres which are financed and built by the local health authority 
under Section 21 of the National Health Service Act, 1946. 


When loan sanction is required, as it is in the majority of cases, 
the Health Departments must approve the plans and costings. 
All general practitioners in the locality of the proposed health 
centre are invited by the Executive Council to say whether they 
wish to practise from the centre. There are no statutory restrictions 
on its use as a branch surgery, but we welcome the fact that a 
diminishing proportion of practitioners are using health centres in 
that way. 


(ii) Group practice premises leased by the general practitioners from a 
private developer, a public development corporation (as in new towns), 
or the local authority (as in urban development). 


In the last two cases if loan sanction is required it had in the past 
to be sought from the Department of the Environment who were 
only prepared to approve such projects in certain circumstances. 
(Procedures operative from April, 1971, will mean that local 
authorities need not seek loan sanction from central government 
for this type of development). 


(iii) Group practice premises owned by the practitioners themselves and 
financed privately or through loans from the General Practice Finance 
Corporation. 


The local health authority may rent accommodation from the 
practitioners for the provision of their own services. 


Reimbursements of rent and rates in respect of practice premises are made by 
the Executive Council in accordance with the scheme of remuneration for general 
medical practitioners, but should the District Valuer’s assessment of the current 
market rent be less than the amount incurred by the doctors, except in health 
centres, then the general practitioners must themselves bear the difference. We 
were glad to learn that the Health Departments and the representatives of the 
profession are at present discussing an alternative basis for payments by Executive 
Councils in respect of new separate purpose-built premises. The doctors bear the 
whole of the cost of services such as heating, lighting, and cleaning or, in the case of 
health centres, the equivalent charge made by the local health authority. 


98. It is very costly to provide premises which are efficient and well-equipped, 
with the emphasis on the team approach, and yet retain the atmosphere of a 
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close doctor/patient relationship. We have seen many fine examples of well- 
designed group practice premises, furnished and equipped to a very high standard, 
and fully justifying the pride of the doctors owning and working in them. Rising 
building costs and the scarcity and prohibitive price of suitable sites in urban 
areas may well deter practitioners who are contemplating privately-owned 
premises, designed to accommodate a modern health team, for in addition to the 
repayment of capital (perhaps £5,000 to £6,000 per doctor over 25 years) interest 
rates are high (currently 10 per cent from the General Practice Finance Corpora- 
tion). Moreover, in spite of arguments that property is a good investment, the 
young doctor may well think twice before saddling himself with a mortgage 
for practice premises in addition to one for his house and, if the retiring partner’s 
share is required to be purchased, this may well lead to a partnership vacancy 
remaining unfilled. Were it not for the high cost of land and buildings, many 
general practitioners would at present prefer to work in premises which they own 
themselves. 


99. The increasing popularity of health centres among practitioners is mainly 
due to the advantages doctors see for their patients when they practise in a health 
team from these buildings, but is also partly due to the difficulties outlined in the 
previous paragraph. 


100. Although there has been an increasing desire on the part of many doctors 
to practise from health centres, we were told that a feeling of insecurity is engen- 
dered by the necessity for practitioners to become sub-tenants of their Executive 
Council. Although this argument was very forcefully made to us we were 
impressed by the fact that it was seldom, if ever, raised by doctors actually 
practising in a health centre. Nevertheless the clearing up of any misunderstand- 
ing would increase the goodwill towards the general acceptance of health centres. 
Health centres should be sufficiently attractive in form and conditions of lease to 
attract general practitioners. 


101. As a general rule group practice premises have not so far been designed to 
offer as comprehensive a range of services as do health centres serving a com- 
parable population, especially in regard to some preventive and community 
activities in which the general practitioners are becoming increasingly involved. 
We have seen many group practice premises where the standards of accommo- 
dation, the equipment, and the degree of integration with the local health autho- 
rity services compared very favourably with that in some health centres, and the 
General Practice Finance Corporation has made it possible for general prac- 
titioners, who are willing to do so, to provide group practice premises appro- 
priately planned to accommodate the full range of preventive services for their 
area. We feel that, at the present, there is something to be gained by having 
both types of premises, subject to the approval of the proper health planning 
authority. 


102. At the present rate of building it is estimated that only about 12.5 per cent 
of the general practitioners in the country will be able to practise from health 
centres by 1975. It will be necessary to give every encouragement and help to those 
general practitioners who are providing an efficient service from group practice 
premises, to make it possible for them to provide a full range of services. If these 
practitioners later move into health centres it should be recognised that they may 
suffer a capital loss, which could be proportional to the quality of the service 
that they had been providing. Equitable arrangements should we think be made 
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to ensure that such capital losses are made good if they transfer to health centres. 
What we have to say in the remainder of this chapter is applicable both to health 
centres and group practice premises. 


The Siting of Health Centres and Group Practice Premises—Area Health Planning 


103. We have stated elsewhere that we think that in future primary medical care 
in the community will be based upon larger, and therefore fewer units. These must, 
therefore, be strategically sited in relation to public transport and the hospital 
services. Other local considerations will also influence the requirements if 
efficient medical care and the convenience of the patients are to be evenly matched. 
In our opinion this demands judicious area planning if we are to avoid 
haphazard development. Planning should be by consultation rather than com- 
pulsion. Flexibility and speed of construction should be ensured by laying down 
well-defined lines of consultation locally and there should be the minimum of 
limitations determined centrally by the Health Departments. We believe that 
privately financed group practice premises should be considered by the authority 
responsible for health service planning as well as those that are built out of public 
funds, so that private development may be compatible with the overall plans for 
an area. This could be achieved by consultation at the time when application 
is made for a loan from the Finance Corporation and when planning permission 
is sought from the Local Authority. 


The Design of Premises 


104. The increasing cost of building enforces some uniformity of construction, but 
within this limitation the maximum possible flexibility is essential and it must 
be borne in mind that the premises will be used not only by the doctors initially 
occupying them but by succeeding generations as well. The design of the premises 
for group practice should be determined by a detailed consideration of the 
functions for which the building is to be provided. We have seen the booklet 
“‘Buildings for General Medical Practice” (28), and the ‘““‘Design Guide for Health 
Centres” (29) produced by the Department of Health. We were attracted by the 
idea of the general adoption of unit structures which might be joined together 
as required in order to reduce building costs, and we recommend that this aspect 
be further explored. Although a great deal of attention is being paid to design, 
we were disappointed to see quite new health centres constructed on very tradi- 
tional lines and showing no evidence of the thorough study of user requirements 
which is so necessary as a prelude to the design brief. We feel it necessary to cite 
some specific examples: 


(1) Health centres in which the design still creates a separation between 
the general practitioner and the local health authority staff. 
(ii) Examination rooms so designed that one can only examine a patient 
from the left side. 
(iii) Records and reception areas which are too small. 
(iv) Treatment rooms which are too far from the consulting suites. 
(v) Play areas for children which are not visible from the waiting area, 
with the result that receptionists have to search for a parent. 


Further attention needs to be given to the briefing of architects responsible for 
the design of health centres by those who are fully familiar with the uses to which 
the centre will be put. There is a need for thorough and continuing study of user 
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requirements which we recommend should be accompanied by an on-going 
review of the functions at existing centres so that lessons may be learnt for the 
future. 


105. It is not possible to predict the future requirements of a health centre with 
any precision. In Appendix G we list the activities for which accommodation may 
be required at present together with a schedule of accommodation based upon 
these activities. Future advances in medicine together with a more rational 
approach to the use of the health and social services, will inevitably demand 
changes in functions, and therefore the design of health centres. We believe that 
it will, for instance, be necessary to provide accommodation for visiting hospital 
specialists and peripheral nursing units in centres (see Chapter XI). Therefore 
we recommend that the design and construction should allow for the utmost 
adaptability. We must not in the future be constrained by the bricks and mortar 
we erect now. The need for adaptability in design is especially important because, 
in order to foster personal care of patients, the design of a health centre should 
help to maintain the identity of the basic unit and of the group practice. We sug- 
gest that experiments in design should be undertaken with the following criteria 
in mind: 

(i) Each group practice, which will include doctors, nurses and health 
visitors, should have a separately functioning section of the health 
centre, including their own sub-waiting area, and offices. This could be 
modified to begin with for single-handed or small practices working 
within a centre. 

(ii) In multiple group practice centres this pattern can be duplicated and 
joint use be made of other accommodation, such as health educa- 
tion areas, specialist consulting suites, minor surgery accommodation, 
etc. 

(111) Provision may need to be made for teaching in all or any of the disci- 
plines represented in the centre (see paragraph 220). 

(iv) Adequate telephone arrangements, both internal and external, must be 
made. 


106. In Appendix G we have deliberately made no provision for the sale of wel- 
fare foods because we do not think a health centre is the proper place for this 
activity. The provision of such a service tends to cause disorganisation in the 
smooth running of a health centre and it would seem to us more appropriate for 
this function to be undertaken elsewhere. 


107. It is most important that health centres in addition to being functionally 
efficient, should be pleasant places in which to work, and should be attractive 
to patients who have to come to them. This can have a potent effect upon the 
morale of the staff and the attitude of the patients. 


108. We saw many examples of consulting room accommodation being shared 
between doctors, or between doctors and nurses. Whilst accommodation should 
be economically used, we think that the individual doctor will spend more and 
more of his time in his centre in the future and so will need a room in which he can 
work even when he is not seeing patients. For these reasons we recommend that 
provision should be made for each doctor to have his own consulting room. 
For similar reasons the nurses and social workers will also need appropriate 
accommodation. Some additional interview or recovery rooms should be included 
which could be used by any member of the team. 
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The Size of Premises and the Problems of Special Areas 


109. Similar considerations to those that we have discussed in the siting and 
design of premises apply when considering the size of group practice centres. 
This will depend upon a close analysis of the local geographic and social charac- 
teristics of the population, and upon the overall planning of the health and social 
services for a particular area. Whilst we believe that the future will see the develop- 
ment of many more multi-group practice centres, there is little in the nature of 
experience upon which we can base recommendations. We received much evi- 
dence that the aversion of many doctors to the concept of large health centres 
stems from a fear of damaging the continuing doctor/patient relationship upon 
which so much depends in the provision of high quality general practice; and to 
the fears of loss of professional freedom and of bureaucratic control. These fears 
must be met by appropriate safeguards in design and administration. It is also 
important that any group practice centre, publicly financed or otherwise, should 
be sited and designed so that it is capable of subsequent expansion. 


110. Rural areas pose an opposite problem. In many instances the population 
is not sufficient to require a group practice of six doctors. These areas will be 
frequently remote from the district general hospital and consequently the general 
practitioner may have to undertake some work that would in urban areas be done 
in the hospital. We believe that the benefits of group practice can be brought to 
these areas by having a central group practice centre appropriately sited for the 
best communications. This main centre would contain all the more sophisticated 
facilities and the ancillary staff. Strategically sited in the surrounding areas would 
be satellite units which would be visited by doctors and other staff at suitable times. 
The comparatively modest requirements of such a satellite unit would include a 
waiting area, a consulting room with examination couch, treatment room and a 
small office. We have seen admirable examples of this type of centre in the West 
Riding of Yorkshire and have been told of similar ones in Cumberland. 


111. A major problem in the National Health Service is how to persuade doctors 
to practise in some of the less attractive areas. This is particularly difficult in some 
of the industrial and mining areas. It was suggested to us that the major factor is 
not that the doctor would not practise in the area, but that his family did not wish 
to live there. In nearly all these areas housing suited to the doctor’s family can be 
found within 5 or 10 miles. It was therefore suggested to us that a small bedroom 
should be provided in a health centre for the doctor on call so that he might then 
live further away. This suggestion is worthy of further consideration. 


112. There will be places where it might be appropriate to build a centre in the 
grounds of a district general hospital. In these circumstances it might be easy 
for the functions of a health centre as a primary and continuing care unit to become 
confused with that of the hospital to the detriment of the services provided for 
the community. It would be necessary to make a well-defined distinction between 
the health centre and the hospital by having the former in a separate building. 
This need not mean that the practitioners should not have full access to all the 
hospital facilities, including the library and staff common room, etc. The siting 
of a health centre in the grounds of a district general hospital or a teaching hos- 
pital, should provide the opportunity for introducing the undergraduate and 
postgraduate doctor to the problems of medicine in the community, and these 
centres would be ideally suited as the base of some university departments of 
general practice. 
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The Need for an Immediate Building Programme 


113. The need to increase the present building programme is urgent. Although 
the number of health centres being built, or in the planning stage, is impressive 
we have pointed out (paragraph 102) that if this pattern is continued only 12.5 
percent of doctors will be practising from health centres by 1975. In addition it 
seems possible that some local authorities may be deterred from providing health 
centres pending the reorganisation of the health services. Many who gave evidence 
stressed the importance of accelerating the health centre building programme so 
that a high quality community health service would be established by the time the 
district general and “‘Best Buy’”’ hospitals become operative. We agree with this 
because we believe that without such a building programme the problems of 
associating community and hospital care will be much more difficult to solve. 


114. The increase in the number of health centres that have recently been built, 
or are at various stages of planning reflects the desire on the part of general prac- 
titioners for the facilities which these centres have to offer. This demand must be 
satisfied if the momentum and favourable climate of opinion is not to be lost. 
If centres are not provided quickly enough the enthusiasm for them shown by 
many general practitioners will wane and frustration will lead some doctors to 
make other arrangements, not to the long term benefit of the health services. 


115. Many witnesses impressed upon us the difficulties, frustrations and delays 
which often take place before a health centre is built. Many of these problems 
should be resolved in a unified health service and with area planning, but in the 
interim period before this becomes a reality it will be necessary to withstand any 
reluctance on the part of local authorities to build health centres which at a later 
date will not be their responsibility. 


116. Although individual authorities are learning from their own experience there 
is at the moment no programme that will ensure continuity of experience. There 
is no programme for collecting evaluating and distributing information about 
existing health centres and their impact on the quality of community care. In our 
opinion action to remedy this is urgently required and should be put into effect 
as soon as possible. We consider this further in Chapter XIII. 


117. Whilst questions of financial priority are not within our remit, nevertheless 
it must be recognised that these decisions have a direct bearing upon the quality 
of medical care. There is no doubt that in terms of value for money spent the 
capital invested in the community health services will produce a greater return 
from which more people will benefit than a similar amount of money devoted to 
the hospital services. The general medical services in particular have, until 
recently, received most of their capital investment from the doctor’s own gross 
income. 


49 


CHAPTER VII 
EQUIPMENT, SERVICES AND ORGANISATION IN GROUP PRACTICE 


Diagnostic Services in Group Practice Centres 


118. Again we emphasise the general practitioners’ needs for open access to 
diagnostic facilities provided in hospitals. The position with regard to pathology 
facilities is reasonably satisfactory. Despite repeated ministerial approval of 
the policy, the provision of radiological facilities has. only slowly been implemented 
and there are still a number of general practitioners with only limited access 
(30, 31). This is especially so in the large conurbations and in the vicinity of 
teaching hospitals. It has been argued that the requests of general practitioners 
for radiology must be vetted by a consultant to avoid unnecessary use of equip- 
ment and staff, both of which are scarce. We known of no evidence that general 
practitioners abuse these facilities. In fact various studies have shown that general 
practitioners use them with great selectivity. As we have implied in Chapter I 
(paragraph 14), we regard the practice of using consultants to supervise the work 
of general practitioners as a wasteful and time-consuming duplication of effort. 


119. It was suggested to us that one of the benefits of large health centres would be 
that they could include radiological and pathology services. This argument was 
made in particular by those who advocated the concept of the Community Care 
Unit serving a population of at least 50,000 persons. Whilst we were initially 
attracted by the idea of providing both pathological and radiological facilities 
in large health centres, particularly in view of the development of auto-analytical 
techniques, we were convinced that the duplication of these services would be 
uneconomic both in terms of the highly expensive equipment and the skilled 
professional staff which are required to serve and maintain them. Moreover, we 
were told that the technical staff who would be needed do not, as a rule, like to 
work in isolation. We therefore recommend that these services should be pro- 
vided centrally from the district general hospital, and that general practitioners 
should have direct and full access to them. 


120. If the service provided to general practitioners is to be efficient, then there 
must be adequate arrangements for the transport of specimens, and in some cases 
patients, and also a quick reporting service. We were told of a system of collection 
of pathology specimens organised by the local health authority in Bristol. We 

think that similar arrangements should be introduced in other parts of the country. 


121. The use of both pathology and radiology facilities by general practitioners 
will increase in the future, particularly as younger doctors, with adequate voca- 
tional training, enter general practice. One study (32) suggested that the overall 
use of the pathology services would increase fourfold in 10 years, and another 
(30) that a similar increase in the use of radiology services by general practitioners 
might be expected. It is, therefore, very important that this should be borne in 
mind by those responsible for planning these parts of the health services. At the 
same time we think that the practicability of developing apparatus suitable for 
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use in general practice needs further examination both by the general practitioners 
who will use it and by the technical groups who might devise it. 


122. Some simple items of diagnostic equipment are possessed by most doctors 
but those which are not should be provided in all group practice centres to the 
extent which will permit suitable diagnostic work to be carried out. It has been 
suggested that, for example, electrocardiographs, spirometers and audiometers, 
could more economically be provided in diagnostic centres and used by general 
practitioners in an area. The experience gained in places where centres of this 
sort have been established suggests that they are only used regularly by those 
doctors in close proximity to the centre. These items of equipment should be 
available in health centres and, with adequate training, general practitioners 
will make efficient use of them. 


Supplies for Group Practice Centres 


123. The present position is marked by the variety of sources from which sup- 
plies are drawn. For instance, the local health authority is responsibie for pro- 
viding home nurses’ equipment—an increasing proportion of which is disposable 
—while the practitioner draws his supplies of disposable syringes and needles 
from his Executive Council. Specimen containers, however, are obtained from 
the hospital laboratory and from the Public Health Laboratory Service. The 
practitioner’s stock of drugs and dressings have to be purchased by him and can- 
not, as in Scotland, be prescribed on Form EC10A. Material for use in health 
education, such as literature, displays and films, are obtained through the local 
authority health education officer. There is much to be said for the central pro- 
vision of all supplies for all parts of the service, including such things as sterile 
dressings and laundry services. The supply service should cover the following 
items: 


Syringes and needles. 
Sterile dressing packs. 
Instruments—including: 


(i) Full obstetric packs and sets of obstetric instruments. 

(ii) Instruments for minor surgery and casualty work. 

(iii) Sterile disposable instruments—catheters, speculae, proctoscopes, 
etc: 

(iv) Laboratory equipment including culture media, swabs, slides, 
solutions, etc. 

(v) Vaccines and prophylaxis materials. 

(vi) Anaesthetic and resuscitation equipment, where necessary. 


There should be a central laundry service and provision for supply of paper 
towels or roller towels, examination couch covers, paper over-covers, covering 
sheets, cubicle curtains, etc. One of the fruits of a unified health service adminis- 
tration might be the rationalisation of supplies. 


Transport Facilities for Patients 


124. We were told of experiments in the use of mini-buses as a supplement to 
public transport for bringing patients to group practice centres, thus saving the 
necessity for some home visits and making it possible for the doctor or nurse 
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to do more for a particular patient. In one of these studies (34) a doctor’s arc 
was used to bring patients to the surgery. Approximately 25 per cent of the patients 
requiring a new visit were prepared to come to the surgery by car. There was 
little abuse of this service which was welcomed by most patients. The cost was 
little more than £1 per hour but this was saved in the doctor’s travelling time. 
We welcome these studies which should be extended because we believe that they 
may well provide the solution to some of the difficulties in sparsely populated 
areas, or in situations where there is extended linear development, as in the Welsh 
mining valleys. We also think that this facility will need to be provided in urban 
areas for large multiple-group practice centres. This service should be distinct 
from the ambulance service and be controlled from the centre for which it is 
working. Nevertheless, it might provide some much needed relief for the ambu- 
lance service and could possibly be co-ordinated with transport facilities to 
central laboratories (paragraph 120). The facilities provided by public transport 
should be taken into account at the time of the overall planning of group practice 
centres, the co-operation of the transport authorities should be sought and the 
use of buses modified to take easily such things as push chairs. 


The Management and Organisation within Group Practices and Health Centres 


125. The organisation of a group practice should be the concern of all those 
working within the practice. It is important that there are clear lines of communi- 
cation and good relationships between all those working within the group prac- 
tice. The fields of the various professions should be clearly defined. Each should 
understand the other and respect the other’s capacities and potentialities. Joint 
planning should take place and members of the group should decide together 
which is the most suitable service in a given situation. The aims of meetings within 
the group practice should include: 


(1) Providing an opportunity for consultation and collaboration. 
(ii) The collection and dissemination of information to all members of the 
group. 
(111) Settlement of policy affecting the care of patients. 
(iv) Ensuring that there is adequate liaison with the hospital and social 
services. 


126. Within a group practice or a health centre the principles of meetings should 
remain the same. In a multiple group practice or a large health centre there will 
also be a need for a centre committee on which all staff are represented. 


127. The question of leadership within a group was raised by a number of 
those who gave evidence to us. For obvious medico-legal reasons the doctor 
must be responsible in all clinical matters. Responsibility cannot be shared by a 
group. It must be placed squarely on the shoulders of the doctor who will remain, 
in the truest sense, the clinical leader of the team. It was apparent from the evidence 
that, apart from the clinical aspect, there would be no support for the concept 
of a leader who was imposed. The majority were of the opinion that a leader would 
emerge from the management committee structure which we have suggested. 
Some advocated that there should be a rotating chairmanship of the committee. 
The view was frequently expressed that there is a need for some sort of hierarchical 
structure if group practice is to be stable. We believe that this makes good sense, 
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but that in each group there must be an insistence upon participation in manage- 
ment and upon defined roles for all members of the health team. 


128. Throughout our report we have stressed the need for teamwork. Person- 
alities are therefore bound to be important. For these reasons it is vital that mem- 
bers of a group practice are consulted about the selection of any new staff with 
whom they will have to work. This ideal may not always be practical during the 
interim period when health visitors, nurses and social workers are being attached 
to practices. Nevertheless, even at this stage there is a need for careful preparation 
before attachment takes place so that the development of good working relation- 
ships is not impeded by one team member’s ignorance of another’s role. 


129. In some centres the complexity of the day-to-day non-medical organisation 
will necessitate the appointment of an office manager who may or may not have 
a medical or nursing background. Apart from the duties which we have suggested 
for such a person in Chapter V (paragraph 87(v)) he or she would have an im- 
portant role in co-ordinating and integrating the work of the centre with that 
of the department of the community physician. 


Appointment Systems 


130. A number of surveys have shown that an increasing number of practitioners 
are now using appointment systems of one kind or another. An appointment 
system is an indispensable feature of group practice and, properly run, ensures 
that the best use is made of the time of doctors, nurses and patients. It preserves 
the traditional doctor/patient relationship by permitting the proper amount of 
time for consultation and by enabling the patient to see the same doctor. 


131. In Chapter V we have considered the role of the receptionist in organising 
an efficient appointment system. We were told of examples where, when an 
appointment system was operating, a receptionist appeared to act as a barrier 
between the patient and the doctor, to the detriment of the doctor/patient 
relationship and thus the quality of care. We think that an appointment system 
which does have this effect is not being conducted properly. Every patient should 
have access to his own general practitioner on request and if a particular doctor 
is not available he should be given the opportunity either to see a partner or to 
have a suitable later appointment. Provision should be made in every appointment 
system to cater for casual or unpremeditated consultation. Patients seen in an 
emergency by another doctor should, whenever possible, be referred back to the 
doctor who was originally consulted. Each doctor should work at his own speed 
without being unduly conscious of appointment timing. Similarly, other members 
of the health team will often find it satisfactory to make appointments to see 
patients. 
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CHAPTER VIII 
RECORDS FOR GROUP PRACTICE 


132. We have received evidence from many quarters calling for an improvement 
in general practice records and looking forward to the benefits that it is anticipated 
might come from the use of computers. Very little detailed evidence was offered, 
and it may be appropriate, therefore, to review some of the main features of 
records systems in general practice, to see how far they are adequate for present 
purposes and how they would need to be modified to serve the full potential of 
group practice and health centres. 


133. The medical record cards (EC 5, 6, 7 and 8), used by general practitioners 
in the National Health Service, have existed in an almost unchanged form ever 
since the introduction of the National Health Insurance system in 1912. The 
peculiar lay-out of this record in an envelope which does not conform to inter- 
national paper sizes, does not lend itself for use as a records system although it is 
easy to carry around. The Records and Statistics Unit of the Royal College of 
General Practitioners, and many doctors, have devised ways and means of 
improving the capability of this record, but as Kuenssberg (35) has emphasised, 
any records system can be made to work by the individual doctor but it stands or 
falls as a national system on whether or not it induces the generality of doctors 
to keep adequate clinical records. This the present forms EC 5, 6, 7 and 8 do not 
do. It is difficult to envisage a satisfactory format for a record which is confined 
to the size of the present National Health Service Record. 


134. For many practitioners working with a fairly stable list of patients, particu- 
larly for those who are single-handed, there may seem little purpose in keeping 
detailed records. The doctor will be familiar with much of the clinical and social 
history of his patient, and will need only a short note to remind him of new 
episodes or progress in established conditions. The records which, combined with 
his memory, provide for him a sufficient account would, however, be quite 
insufficient as a guide to any other doctor looking after the patient. In any event, 
abbreviated notes can be unsatisfactory to the practitioner who made them be- 
cause memory is fallible and events in the past may be forgotten and recalled 
incorrectly if they are not documented at the time they occur. The quality of 
medical care even in the case of a single-handed general practitioner is to some 
extent dependent upon the manner in which he keeps his records. 


135. In a group practice, even though the principals usually look after their own 
patients, there will be more occasions on which a doctor has to see a patient with 
whom he is not familiar. It becomes all the more important that the record is 
complete in all essentials. Some agreement in format and content of the record 
clearly makes it easier for different doctors to obtain the information they want 
from it. As the group practice team grows there will be an increasing number of 
allied professional workers who will be documenting their activities, and the 
doctor will want to make use of the information they have obtained. Equally, 
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these other members of the team will need to have information from the doctor. 
At the present time there are in existence a number of local health authority 
records (the birth record, the 0-5 record, the school medical record and the home 
nurse’s record) which are all related to an individual and which often contain 
duplicate information. More important, however, the information in any one 
of these records is not readily available to other members of the team. The group 
practice with attached local authority staff—health visitors, home nurses, mid- 
wives, social workers, etc.—becomes increasingly involved in preventive work and 
this trend will be fostered by the changes proposed in the Green Papers 1970. 
The practice records will, therefore, contain items concerning immunisation, 
ante-natal examination, child development, results of screening tests, etc., which 
require orderly and accurate documentation. The pressure for uniformity within 
a group and between groups becomes more intense. A complication in this system 
which, for one doctor, could be simple, is that the relevant detail for any one 
patient may be scattered among records kept by different people, and yet to 
manage the patient efficiently a member of the team may need access to any or ail 
of these different records. 


136. We agree with those who gave evidence that the many separate medical 
records in the community should be integrated. The present time is particularly 
opportune to undertake this task because of the development of the group prac- 
tice team in which all the staff concerned with an individual patient will be con- 
centrated under one roof, and therefore have potential access to one record. 
This eliminates the need for multiple records for clinical purposes, except for 
communications about patients to others in the hospital service, special medical 
care departments or social services departments. Furthermore, it makes it 
possible to capitalise upon the unique epidemiological and clinical potential of the 
general practitioner’s record which can chronologically cover the medical history 
of an individual from birth to death and which is transmitted with the person 
wherever he or she moves. 


137. The prime objects of any medical record are to serve the needs of the imme- 
diate and any future clinical problems. The medical and associated records kept 
in a practice help the team to provide good medical care, but they also provide, 
as Should any medical record, the basis for research. They can have an important 
function as sources of data about the population. They can be used to describe 
morbidity in the group, and how it affects the various sections of the community. 
They can provide a measure of work-load and how it is distributed, and the 
demand made by the practice on hospitals, local authority services and other 
agencies. They can indicate changes in the pattern produced by outside influences 
and the degree to which alterations in the organisation and conduct, not only of 
general practice but also of the whole health service, have affected the population 
that is served. 


138. If these objectives are to be realised the records system has to be designed 
purposefully so that statistical data can be extracted easily. There is, however, 
a conflict between the data which needs to be recorded for purposes of day-to-day 
clinical care, for use in future episodes of illness, and for research. Much of the 
information recorded for day-to-day clinical purposes has little relevance in 
future episodes of illness. The single most important item, the diagnosis, needs to 
be abstracted from the routine record. The data which may be required for 
research purposes is infinite, but a record that will make it possible to record 
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certain basic characteristics about a patient, such as age, sex, occupation, blood 
group, drug sensitivity and family medical history, will, together with a record 
of morbidity, provide the basis for a great deal of research. A clear cut distinction 
between the data recorded for each of these reasons must be made if the record 
is to be so designed as to encourage doctors and other workers to use it efficiently. 


139. One of the major problems of a medical record which serves the needs of 
both a number of doctors and a variety of other staffis that it becomes increasingly 
difficult to maintain confidentiality in any part of the records system. The danger 
of losing confidentiality can be minimised if the record is only available to the 
members of the group practice team and their staff. All these persons should be 
made aware of the need for maintaining confidentiality. At the same time the 
individual patient must be educated to understand that modern medical care 
can only be achieved, in many instances, by a team approach, and that conse- 
quently it is necessary for doctors and nurses to have access to the same record. 
The use of computers in medical records need not result in any loss of confiden- 
tiality because computers can be programmed in such a way as to restrict access 
to a limited number of individuals, and only selected data need be stored in com- 
puter files. 


140. For the reasons outlined in the preceding paragraphs we recommend that 
the records system currently in use in the general medical services of the National 
Health Service should be re-designed and that, at the same time, some of the 
records at present in use in the local health authority should be integrated with 
those of the doctor to make a record which can be used by all members of the 
group practice team. 


141. An ideal records system for group practice would: 


(i) Provide all the information, from whatever source, which might be 
valuable in caring for the patient. 

(ii) Maintain the confidentiality of information given by the patient to the 
individual members of the team. 

(111) Operate as a source of morbidity and other data on the population 
served by the practice and, in this, be compatible with data from other 
sources in the area. 

(iv) Be so designed that it is possible to link the general practice records of a 
patient with medical records from other sources such as hospitals, vital 
registrations, etc. 

(v) Serve as a source for studies of the operation of the service, demands 
made onit, how these are met, and the variations in time and place. 

(vi) Enable assessments to be made of the effectiveness of the medical 
service. 

(vii) Be so designed as to encourage the majority of doctors and other staff 
to maintain it in a proper manner. 


142. The aims outlined in paragraph 141 will not easily be met in one system, but 
data processing machinery will go a long way to make this possible. Computers 
facilitate the storage of data which can be retrieved readily and hence they could 
satisfy the needs of patient management. They can be programmed to produce 
statistical data as a by-product for this purpose. They can perform easily and more 
accurately than traditional methods the tedious steps involved in successful 
record linkage. They can be programmed to assist in the practice routine, for 
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example, in the recall of patients or in the organisation of screening procedures. 
The advantages of a computerised system are not easily realised, however. It has 
been indicated that, as the system grows more complex, standardisation of 
terminology and procedure becomes more essential. A computerised system would 
leave virtually no freedom for separate practices to choose how they kept their 
records because, to function economically, it would have to cover a large popu- 
lation. The labour and cost of data preparation would be another significant 
factor and a choice would be required between data which would be handled 
by the computer and data of less permanent significance which would be kept by 
traditional methods and possibly destroyed after a short interval. It is possible 
that eventually all information might be entered into the computer direct without 
a written record as an intermediate step, in which case the computer could be 
programmed to select what was to be retained. Such a fully automated system is 
not yet feasible. For the present, the decision on how far computerisation can help 
general practice records systems can be made only after the objects of the exercise 
have been clearly defined and costed, and the specification tested in pilot projects. 
It should be possible to design a new records system that could be equally capable 
of use either with a computerised or a manual system. Indeed, it is essential that 
any new records system must, in the immediate future, be adaptable to a variety 
of local situations. 


143. We are aware that experiments into the design of medical records are going 
on in a number of places. The composition of this Committee is such that we 
cannot make detailed recommendations as to the format of a new record for 
general practice. We therefore recommend that a committee should be set up 
as soon as possible to consider not only the detailed design of a record for the 
group practice team, but also the whole question of medical records in the com- 
munity and record linkage with the hospital services. An essential prerequisite 
to the introduction of computerised medical records will be a national agreement 
upon a form of patient identification. 


144. When a new record is designed, we do not think it would be possible to 
retain the size of the present general medical services record folder. The logical 
change to a standard-sized folder would, we realise, be costly but we are con- 
vinced that the expense is necessary if full value is to be obtained from the record 
system. 


145. We were particularly asked, as a Committee, to comment on the need for, 
and the value of, a personal medical record which could be carried by individuals 
and which would contain selected details about a person’s medical history which 
might be of importance. Quite apart from the difficulty of deciding what to record 
on such a card, we doubt whether the people in this country would, in fact, carry 
such a record with them unless they are members of a specially motivated group 
such as diabetics or patients receiving steroid or anticoagulant therapy. These 
patients and possibly similar groups, should continue to be supplied with special 
cards which they should carry on their person. There should be a common design 
for these cards and in Appendix E we suggest a possible form for such a card. 
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CHAPTER IX 
GROUP PRACTICE AND THE COMMUNITY PHYSICIAN 


146. We have made a number of references in our report to the community 
physician and the role of his department in relation to the work of group practice. 
As yet the community physician does not exist, and indeed he cannot exist until 
a unified health service is established. The term “community physician’’ has, 
however, been used in the Green Papers (2) which contain a very broad idea of 
the role of such a person. Group practice will be directly affected by a person with 
this sort of co-ordinating function in the health service. We are aware that a 
Working Party has been set up to review the functions of medical administrators 
in the health services and to make recommendations regarding the provision 
required for their training. Whereas we do not feel that, at the time of publication 
of this report, this Committee is in a position to define all the functions of the 
future community physician, we are unanimous in believing this role to be of the 
highest importance in the future development and integration of the Service, 
not only in the community but equally in hospital. 


147. Wesee the role of the community physician and his department as including 
much of the work of the Medical Officer of Health and his department, and we see 
great potential benefit in enlarging this role to obtain an overall view of the total 
health services and the total health needs of an area. We think that such a service 
should have the machinery for continuous monitoring of disease, with the objec- 
tive, amongst others, of identifying needs that are not being met and of main- 
taining a balance between the various branches of the health service in terms of 
need, available finance and professional manpower. This will necessitate the 
development of epidemiological and work studies both in group practice and 
hospital along with medical audits as a continuing process. The stream of know- 
ledge gained from such monitoring services should be of direct assistance to 
clinicians and administrators in all branches of the health service in appreciating 
needs and evaluating their own contribution. 


148. There are certain other services which can only be promoted effectively by a 
medical department which has a responsibility for an area as a whole, and group 
practice will be affected by the efficiency with which these services are adminis- 
tered. Included in this category are: formal health education, immunisation, the 
school health service, and the organisation of the personal health care for special 
groups within the community such as the chronic sick, the mentally and physi- 
cally handicapped. All these services will have to be closely integrated from the 
clinical side with the appropriate hospital department and the group practices 
within an area or district, and also with the social services department of the local 
authority with which the community physician will need to maintain a close 
liaison. This would be particularly important in securing appropriate long term 
secondments of social workers to group practices, as suggested in the Seebohm 
Report (14). The development of an integrated medical and social casework 
service within group practice will depend on such secondment. 
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149. There are administrative functions which can also only be rationally under- 
taken for an area as a whole and which will fall within the field of work of the 
community physician. These would include participation in the planning of the 
health services for an area, especially the siting of hospitals and group practice 
centres; the development of lines of communication; record linkage; and the use of 
computers. 


150. Community physicians must be deployed at all levels of the National Health 
Service. At higher levels we foresee that they may need to specialise. At district 
level they should be in as much personal contact with clinicians, both in group 
practice and in hospital, as is possible. To this end we should like to see a community 
physician personally associated with each group practice so that general prac- 
titioners could have direct access to him and his colleagues. In speaking of a 
generalist community physician at district level, we are assuming the presence of 
specialists in particular fields of community medicine at higher levels, to whom 
reference might be made at any time. 


151. In the past, some duplication of work between the local health authority 
and general practitioners has inevitably developed as the latter have become more 
and more involved in preventive medicine and because they have, in recent years, 
been able to consider not only individual patients who consult them, but, by 
virtue of having definable lists of patients, the whole population of the practice. 
The overlapping and lack of integration of some services, which have been evident 
during the past half century and have been wastefully perpetuated by the tri- 
partite system in the National Health Service, must be carefully avoided in the 
future. Care must be taken to see that, through custom, the existing local authority 
health departments are not simply transposed to any new area health authority, 
and existing divisions of the health service perpetuated. A satisfactory conclusion 
could be achieved by the very close integration of the general practitioner and 
community physician services, as suggested in paragraph 149, whilst clinical, 
epidemiological, and preventive work would also be better effected by day-to-day 
contact between colleagues serving a common patient population. 


152. We recognise that it may be found desirable for some community physicians 
to specialise in certain fields of work, examples of which are given in previous 
paragraphs, and for them to be involved in certain areas of clinical work although 
not in total patient care. We expect that these activities will develop as an integral 
part of group practice and that such clinical work as is undertaken by them would 
take place within the health centre or group practice or, where appropriate, 
within the district hospital, in order to maintain the closest touch with the clini- 
cians normally caring for other aspects of the patients’ health. 


153. It is as important to reduce to the minimum the number of persons simul- 
taneously giving clinical care to each patient as it is to avoid duplication of servi- 
ces. For instance, clinical maternity work should be carried out within an inte- 
grated hospital and general practitioner maternity service. Similarly, new areas 
of clinical work, such as developmental screening in paediatrics, family planning 
or a drug addiction service, would best be planned as integral parts of the paedi- 
atric and psychiatric services, or within the general practitioner service, which- 
ever is appropriate. Changing needs will, in future, cause changes in the areas 
of skill required in every discipline, and possibly changes in the size of their 
departments. There should be sufficient flexibility in every discipline to meet this 
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prospect and to absorb new areas of clinical work in a planned way. We see the 
role of the community physician mainly in identifying such new needs and, with 
his specialist staff, developing and integrating such new services. 


154. In paragraph 23 we refer to the possibility of general practitioners develop- 
ing special fields of interest. In these areas community physicians may have an 
important role not only in ensuring that no group of patients is forgotten in the 
overall service, but also in contributing special knowledge and skills. This role 
will be of particular importance in the period before general practitioners have 
had time to acquire the extra skills and develop the organisation required. 


155. It is of great importance that the community physician should take part in 
teaching at all levels: medical undergraduate, postgraduate and continuing edu- 
cation, and in the nursing and social services training schemes, so that all disci- 
plines develop an awareness of the health service as a whole and of its composite 
parts, and a wider appreciation of the common aim. 


156. It would be a great advantage for the community physician to have a sig- 
nificant experience of general practice during his own postgraduate training, in 
addition to his time in hospital appointments, so that he has first-hand knowledge 
of the working and problems of both. Recruitment to this field of work would 
naturally come from the departmental medical officers of the local health autho- 
rity and we are aware that experiments in the re-training of these officers are 
already taking place in some parts of the country. We also agree with the sugges- 
tion in paragraph 144 of the Gillie Report (6) that it should be possible for general 
practitioners and, perhaps, others to enter the community physician'service at any 
stage in their career, on acquisition of the appropriate qualifications. Such inter- 
change would contribute to the integration of the work of general practitioners 
and community physicians. 


157. We recognise other functions of the community physician not immediately 
relevant to this report, among which would be his role as adviser to the local 
authority environmental health services, adviser to the local authority social 
services department, and adviser to any new area health authority. 


158. An important function of the community physician would be to integrate 
the work of the hospital and community services. It will therefore be essential 
for him to be as closely associated with the former as with the latter. 
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CHAPTER X 


THE RELATIONSHIP OF GROUP PRACTICE WITH OTHER 
DISCIPLINES AND PROFESSIONS 


Part 1: Rehabilitation 


159. “In Britain the expression ‘rehabilitation of the sick and injured’ is used to 
define a continuous indivisible process which, starting from the onset of sickness 
and injury, comprises all the measures used to prevent undue loss of physical 
and mental function during illness, to assist convalescent patients to recover full 
function and to resume their normal way of life without undue delay and to help 
those for whom disability is permanent to adapt to their residual disability and 
to live and work in the conditions best suited to their capacity”’ (36). 


160. To some extent such measures form a part of the management of any illness 
but they need special emphasis when illness or disability is severe or prolonged, 
or when complete recovery is unlikely or uncertain. In such conditions the hospital 
service is likely to play a leading part, particularly in the physical medicine and the 
geriatric departments. There are also specialised rehabilitation centres serving 
large areas. The Department of Employment can make an important contribution 
through its Industrial Rehabilitation Units, Government Training Centres and 
Disablement Resettlement Officers. We do not need to enlarge on these services 
here, as another Sub-Committee of the Standing Medical Advisory Committee 
is at present giving detailed consideration to rehabilitation in the National Health 
Service (37), but we would stress that the general practitioner is primarily respon- 
sible for the medical care of the disabled population living in the community 
and the experience and advice of the staff of the group practice may be vital to the 
correct management of the patient’s problems. As long ago as 1956 the Piercy 
Committee (38) said: ‘‘in this field the general practitioner may enjoy advantages 
denied to hospital medical staff. Longstanding personal knowledge of the patient 
may enable him not merely to diagnose and treat effectively but to assess the 
patient’s personality and capabilities very readily and to advise confidently on 
the future course of action. Local knowledge of industry and personal contacts 
with employers may enable him to give great help in advising on placing in employ- 
ment and resettlement. But to serve the patient’s interests most effectively, the 
general practitioner must be able to call on, and be ready to use, the services of 
the other members of the local team who can help him—the health visitor, the 
[social services] officer, the disablement resettlement officer, and so on.” This 
is no less true today, and provides a further reason for the incorporation of the 
health visitor and social worker in the group practice team, and for this team to 
establish good lines of communication with the disablement resettlement officer 
of the Department of Employment and the regional medical officer of the Health 
Departments, on the one hand, and the hospital departments concerned on the 
other. . 


161. Physiotherapy, including remedial exercises and instruction in daily living, 
can play an important part in rehabilitation, and will be considered in the next 
section of this chapter. 
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Part 2: Physiotherapy 


162. A widespread desire for physiotherapy either in the home or close to the 
homes of the elderly and disabled was expressed by many of those who gave 
evidence to us. The hospital services have refused to meet this demand on the 
grounds that resources of staff are scanty, and have supported this refusal by 
drawing a distinction between open access to diagnostic services, such as radiology 
and pathology on the one hand, and therapeutic services, such as physiotherapy, 
on the other. 


163. Many witnesses have given us evidence that help from professions ancillary 
to medicine may be given to group practice without prejudicing the recruiting 
possibilities of the local district hospital. Married women physiotherapists might 
willingly undertake part-time work in group practice, but many would not return 
to full-time or even part-time work in a hospital department. There may thus bea 
considerable untapped source of physiotherapeutic skill which, with some suitable 
retraining, might be of direct benefit to patients near their own homes. The 
district general hospitals of the future, if developed along the lines suggested 
by the Bonham-Carter Committee (39), will be larger and fewer and therefore 
further from the homes of the hospital workers who have left hospital to get 
married, and also further from the homes of most patients. It has been reported 
to us that although most hospital physiotherapy departments have staffing 
difficulties there are at present at least 6,000 trained physiotherapists who are not 
practising their profession. 


164. It was suggested to us that the shortage of physiotherapists would be less 
serious if all those available were employed to the best advantage, but this is not 
being done in all hospitals because many doctors lack sufficient knowledge of the 
present-day role of the physiotherapist. This role is changing from the former 
concept of a therapist, who applied specific treatment such as massage or electro- 
therapy to a passive patient, to the modern therapist whose predominant role is 
to train patients to help themselves to regain function through remedial exercises, 
and to overcome disability, if any, by means of aids and appliances. Moreover, 
witnesses have impressed upon us that recent experience suggests that short 
intensive treatment sessions, daily or twice daily, are more effective in producing 
results and are more economical in use of staff than treatments given at longer 
intervals. To some extent the desire for domiciliary and/or group practice physio- 
therapy may be based upon outmoded concepts of what physiotherapy has to 
offer. 


165. Whilst we accept these arguments, nevertheless we believe there is a need 
for some physiotherapy services outside the hospital, and that these could 
probably be best provided in association with the group practice team, with well- 
established links with the hospital department of physical medicine. 


166. Some of the conditions which particularly lend themselves to this type of 
treatment are: 


(1) The prevention of disabilities and the prevention of the progression 
of disabilities. This will become more and more important as the num- 
bers of persons with chronic degenerative disease increases. 

(11) Hemiplegics—these patients often go home to unsuitable conditions 
out of reach of the day hospital. Maintenance of function and adaptation 
to daily living is an important task if the results of intensive hospital 
treatment are not to be lost. 
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(iii) Stress incontinence—the prevention and treatment of stress incon- 
tinence by re-education of pelvic floor muscles. 
(iv) Chest conditions—the supervision and training of patients in breathing 
exercises or postural drainage. 
(v) Orthopaedic conditions—the supervision of active exercises in a variety 
of orthopaedic conditions and the application of simple traction appa- 
ratus in intervertebral disc lesions. 


167. It must be recognised that it is not only those patients who have been in 
hospital who require physiotherapy and rehabilitation. The assessment of every 
individual case by a consultant in physical medicine, besides being unnecessary 
if general practitioners are adequately trained, will result in a demand on the 
consultant services which cannot be met. 


168. A physiotherapist, working with a group practice team, could achieve 
a great deal in partnership with the home nurse so that those in constant atten- 
dance on the patient can be taught the necessary procedures. In this way, and by 
instructing the relatives, rehabilitation can become a continuing process. 


169. Wereceived little evidence of a practical nature that can serve as a guide to the 
possible shape for physiotherapy in group practice premises. The experience of 
deploying a hospital-based team into appropriately large health centres has led 
to the conclusion that there is a gain in convenience and a saving of travelling 
time for patients, at a cost of extravagant use of trained staff. It was suggested 
to us that the essential accommodation and equipment required by a physio- 
therapist at a group practice centre might be: 


(i) Two treatment cubicles, about 8 ft x 8 ft, with overhead mesh for sup- 
porting limbs; and slings and bars, adjustable in height at one end for 
lumbar and cervical tractions, and with provision at both sides for the 
attachment of weights and pulleys to provide graduated resistance 
exercises. 

(ii) A model bed-sitting room and lavatory for training the disabled. 

(iii) An exercise area, for individual and group remedial exercises, with wall 
bars and parallel bars. 


170. After careful consideration of the whole problem, we conclude that: 


(i) Too little is known for us to make any firm recommendations as to the 
exact way in which the physiotherapy services might be provided 
in group practice. 

(ii) Nevertheless, the attractions and advantages of providing such a service 
close to the patient’s home seem obvious. 

(iii) There is a very real need to provide training for general practitioners and, 
for that matter, hospital doctors as well, in the modern concepts and 
uses of the physiotherapy services. 

(iv) There is a place for grant-aided research into the development of physio- 
therapy in group practice under stringent cost benefit control. Circum- 
stances favourable to this would seem to be the presence in the practice 
of a general practitioner having some experience of physical medicine, 
availability of part-time physiotherapists in the neighbourhood and the 
existence of premises suitable or easily adapted for the work. We under- 
stand that a project of this nature has already been planned. 
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(v) There is an obvious need for the closest integration of physiotherapeutic 
services in hospital and in the community. Probably the district general 
hospital department of physical medicine will undertake the major 
task of building up a momentum of re-education in training patients 
to help themselves. In group practice premises this momentum might be 
maintained by part-time physiotherapists, themselves in contact with 
their hospital colleagues and familiar with the hospital’s methods and 
objectives. The nurses of the group practice, in contact with the group 
practice physiotherapist and familiar with the home surroundings of 
particular patients, might bring to light peculiar difficulties in the 
patient’s home and ensure that neither apathy nor increasing infirmity 
allow progress to be halted or ground gained to be lost. 

(vi) To build up and maintain such integration, close consultative relation- 
ships must be built up between family doctors and their hospital col- 
leagues specialising in physical and geriatric medicine. The part-time 
physiotherapists working in group practices should establish personal 
contact with their hospital colleagues. The nurses of the group practice 
should look to group practice physiotherapists for instruction and 
advice on those simple measures that can do so much to alleviate the lot 
of the disabled and infirm in their own homes. 


Part 3: Pharmacy 


171. The role of the pharmacist has been radically affected by recent advances 
in therapeutics. He now seldom prepares and compounds medicines extempo- 
raneously, but dispenses tablets and preparations which are often prepared by 
specialist manufacturers. The dispensing of pharmaceutical products is also, 
in many pharmacies, accompanied by the sale of a wide variety of other goods. 
Indeed the economic viability of the pharmacy often depends upon this latter 
activity. 


172. The future role of the pharmacist lies, we believe, in the following fields: 


(i) In giving advice to doctors regarding the composition and pharma- 
cological action of a wide variety of different drugs and preparations 
of drugs. This function seems likely to become more and more impor- 
tant as the number of new preparations produced by the pharmaceutical 
industry increases. 

(11) In checking the prescriptions of doctors, in order to avoid errors of 
dosage and the danger of incompatibility of drugs, etc. 

(iii) In giving appropriate advice to patients to whom drugs are pre- 
scribed or drugs which a person may request. This may be in relation 
to the correct administration of the preparation or, as in the case of 
monoamine oxidase inhibitors, the warning to avoid certain foods. 
This does not absolve the prescribing doctor from being primarily 
responsible for giving similar advice. 

(iv) In participating, as members of the health team, in campaigns designed 
to educate the public about health promotion and prevention of ill- 
health. 


173. For the reasons outlined above we believe that there are obvious advantages 
if the pharmacist could work in the same premises or in close proximity to the 
doctor so that communication between them became easier, and so that the 


64 


patient could have his prescription dispensed at the same time as he visited the 
doctor. 


174. The Pharmaceutical Society, in their evidence to us, stressed the great 
importance that they place upon the role of the pharmacist in the giving of advice 
on medicines to those members of the public who ask for it. They were concerned 
that the disappearance of the local pharmacy, which might follow if the service 
for an area were concentrated in relation to group practice, would deprive the 
public of this particular role of the pharmacist. We know that many people who 
feel ill do consult their local pharmacist a long time before they consult a doctor, 
and this has been shown by a survey in London by Butterfield (40). 


175. The Pharmaceutical Society pointed out that careful consideration should 
be given to the effects on the provision of the pharmaceutical services of the estab- 
lishment of group medical practices, either in health centres or in group practice 
premises. Prior to the establishment of group practice centres it would be normal, 
in an area, to have a number of surgeries conducted by individual general prac- 
titioners. It would also be usual to find one or more pharmacies relatively close 
to each of the surgeries. The concentration of medical practitioners in group 
premises will have the effect of localising the points at which the great majority 
of prescriptions in an area are issued, with the result that the economic viability 
of some pharmacies might be jeopardised since they no longer receive the neces- 
sary high proportion of prescriptions. This is an inevitable concomitant of the 
development of group practice and we therefore recommend that, at the earliest 
possible stage in the planning of health centre or group practice premises, consul- 
tation should take place with representatives of the pharmaceutical profession 
in the area on the necessary provision of the pharmaceutical services. The Execu- 
tive Council should be responsible for arranging consultations with representa- 
tives of the Local Medical Committee and of the Local Pharmaceutical Com- 
mittee. The Local Pharmaceutical Committee, presented with all the facts, could 
then consult with the pharmacists who will be affected by the establishment of 
new premises, with a view to deciding upon the optimum distribution of pharma- 
cies in the area. The location of pharmacies should, as far as is reasonably practi- 
cal, meet the needs of the public for the dispensing of prescriptions likely to be 
issued elsewhere in the area, and the provision of advice on medicines to residents 
in the area. In some cases the best arrangement might be the establishment of a 
pharmacy adjacent to the new premises by a consortium of the proprietors of the 
pharmacies in the area, plus an agreement to close one or more of the existing 
pharmacies, while leaving an adequate number in the correct locations to serve 
the community. In considering the planning of pharmaceutical services in an area 
surrounding a group practice centre there is a need to consider controlling the 
number of National Health Service dispensing Contracts so that the agreed plan 
could not be disturbed by a new point at which National Health Service prescrip- 
tions could be dispensed. Methods of achieving satisfactory arrangements 
are a matter for discussion between the Health Departments, the Pharmaceutical 
Society of Great Britain, and the Central National Health Service (Chemist 
Contractors) Committee, and the British Medical Association, and may concern 
the Medicines Commission. 


Part 4: Chiropody 


176. Chiropody services are provided by most local health authorities and have 
been incorporated into some health centres, but they have been largely devoted 
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to the needs of the elderly and treatment has, therefore, necessarily been mainly 
palliative in nature. The patient’s needs for chiropody are similar to those we have 
discussed in relation to the physiotherapy services. The means are, however, 
much easier to provide. A visiting chiropodist, given the use of a group practice 
treatment room with suitable equipment and some clerical help, would, we were 
told, be able to treat eight patients in a three-hour session. 


Part 5: Dentistry 


177. During the course of our visits to health centres we were impressed by the 
fact that dental suites, which are provided in many of these buildings, were 
rarely being used. We were told that they were used only by dentists employed by 
the local authority in the treatment of children and expectant and nursing mothers. 
This seemed to us to be a great waste of expensive equipment and accommodation. 
We understand that there are often difficulties in arranging that the suites pro- 
vided for the local authority dental services should also be made available to the 
general dental services for which Executive Councils are responsible, but we 
consider that every effort should be made to do so. The need for flexibility in the 
use of such accommodation should be borne in mind at all stages in the planning, 
building and use of health centres. 


178. Weconsidered the possibility of providing in group practice centres common 
facilities for the full range of community medical and dental services. At first 
sight there are some obvious advantages. Both professions place increasing impor- 
tance upon the preventive aspects of their work and both see a certain value in 
screening programmes. It is obvious that if groups of doctors and dentists were 
to work together in the same premises the results of work in this field would be 
enhanced. Furthermore, consultation between the dentist and the doctor would 
be facilitated over such problems as dentistry for epileptics, dental anaesthesia 
for diabetics and the potential hazard of bacterial endocarditis following extrac- 
tion of teeth in patients with congenital or acquired heart disease. Pathological 
and radiological examinations might be made easier and economies effected in 
the common use of nursing, clerical and receptionist staff. If a large centre is 
relatively cheaper to build, and if a large organisation is less costly to administer, 
there may be economic advantages in arrangements by which doctors and dentists 
share the same building. 


179. The inclusion of local authority medical and dental services in the same 
building presents no general problems, so far as we know, and has been quite 
normal practice for many years in most health centres. The position is rather 
different for the general medical and general dental services. Both professions 
have hitherto discouraged the sharing of premises by general medical and general 
dental practitioners. Among the difficulties are the differences in responsibilities 
towards patients, differences in remuneration and in the method of recovery 
of practice expenses between the two professions. 


180. We have already suggested (paragraph 177) the desirability in certain cir- 
cumstances of bringing together the local authority and general dental services. 
There may well be a case for closer organisational links between these services as 
well. If the difficulties referred to in paragraph 179 can be overcome, it seems to 
us that the dental services and the medical services for a community could with 
advantage be provided to an increasing extent from a common building. We there- 
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fore welcome the trend, which we understand has developed in the last year or 
two, towards the inclusion of general dental services in health centres (which have 
long included local authority medical and dental services and general medical prac- 
titioners). We would urge that wherever local and personal factors favour such an 
experiment, similar grouping might take place in group practice premises. The 
results of such schemes and those already in operation should be studied by both 
professions. 
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CHAPTER XI 


THE RELATIONSHIP BETWEEN THE HOSPITAL AND GROUP 
PRACTICE 


181. Although our primary purpose is to examine group practice, this cannot be 
considered in isolation from the hospital-based services. A co-ordinated pattern 
of medical care can only be achieved if the inter-dependence of the hospital and 
community health service is appreciated and the necessary resources are provided 
and properly distributed. Furthermore, the rational and economic deployment 
of the health services demands not only a continuing assessment of the total 
health needs of a particular community, but also a willingness on the part of all 
concerned to make a critical evaluation of their methods of work and a readi- 
ness to depart from tradition. 


182. It is fundamental to our theme that each medical service should be provided 
in the appropriate medical and social context. It is illogical and uneconomic to 
furnish costly hospital services for those who could be cared for equally well in a 
community setting. Until recently little recognition has been given to this concept 
in the planning of new hospitals. Crombie and Cross (1959) (41), estimated that 
up to 43 per cent of the patients admitted to a large Birmingham hospital did not 
need the diagnostic and therapeutic services at the level provided there; Forsythe 
and Logan (1960) (42), in Barrow found similarly for 25 per cent of male and 40 
per cent of female subjects; and a recent Departmental study (43) of general 
hospital in-patients indicated that no more than 2 per cent were receiving inten- 
sive care for acute illnesses, a further 70 per cent were having treatment for a 
diverse range of more or less routine conditions and, of the remaining 28 per cent, 
it is questionable how many required continuing hospital in-patient care. This 
indicates that substantial numbers of patients were inappropriately using costly 
hospital facilities. 


183. Some patients, in particular the elderly, are adversely affected by removal to 
hospital—but the impact of this is reduced if the hospital is near their homes. 
The situation will inevitably become intensified as the district general hospital 
becomes bigger and therefore more remote from most people. 


184. Despite increasing recognition of the inter-dependence of hospital and 
community care, relatively little has so far been achieved in integrating these 
two components of the health service. This is particularly due to the tri-partite 
administration of the service, the legacy of out-dated hospital buildings and the 
relatively slow development of general practice. However, some of the respon- 
sibility often lies in individual failure to appreciate the contemporary need to 
provide a co-ordinated pattern of medical care. This unawareness itself has been 
largely fostered by the compartmentalisation of everyday professional lives. 
When people are ill the aim should be for them to be cared for at home and in the 
community unless the specialist services of the hospital are necessary. Achieve- 
ment of this aim depends on adequate and properly organised community medical, 
nursing, social and welfare services which are not, at the moment, fully developed 
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and capable of accepting the load. Lack of these functions has resulted in the 
present situation where a significant proportion of patients in hospital are there, 
not because of medical needs, but because of lack of provision for their care at 
home. The degree to which people can provide for themselves has been affected 
by full employment and equal pay for men and women and other sociological 
and demographic conditions. This is an additional argument for the provision 
of nursing beds. 


185. From the foregoing it is apparent that there could be economic and humani- 
tarian advantages, without loss in the quality of care, if, in the future there was a 
change of emphasis away from the hospital towards care in the community. 


Hospital Beds for General Practitioners 


186. Small hospitals in the community came into being because small popu- 
lations needed hospitals and the local general practitioners were the only doctors 
available to staff them. The Gillie Report 1963, (6), saw general practitioner hos- 
pitals falling into three classes: 


(i) Cottage hospitals staffed by general practitioners. 
(ii) Hospitals staffed mainly by specialists of the S.H.M.O. grade with help 
_ from general practitioners. 
(iii) Hospitals staffed for day-to-day work by general practitioners with 
consultants visiting for clinics and both surgical and medical in-patient 
work. | 


The report went on to state that the range and standard of work of family doctors 
is increased when they have hospital beds for their patients who cannot be nursed 
at home, and recommended that: 


(i) Many hospitals, in rural areas, staffed by general practitioners and 
visiting consultants, should be retained. 

(ii) Experiments should be encouraged in the use of surplus general prac- 
titioner hospitals as health centres providing preventive, general prac- 
titioner and consultant services. 

(iii) Experiments should also be made in the use of general practitioner 
beds at existing acute general hospitals. 

(iv) General practitioners must have access to some of their patients admit- 
ted to the local hospital and retain continuing responsibility for their 
care. 


187. The Hospital Building Programme of 1966 (44) foreshadowed further 
experiments in the use of small hospitals, either for patients who no longer require 
the full facilities of the district general hospital and who could be cared for by 
their family doctors, or for use as out-patient centres. Cottage hospitals vary 
much in size, design and usefulness. Their siting owes much to local history. 
Many still have minor casualty departments, and visiting consultant out-patient 
sessions are carried out at many others. There is much good evidence that where 
general practitioners have access to these hospitals, the standards of general 
practice are high. From the evidence that we received we are convinced that most 
general practitioners could undertake the care of some patients in hospital, 
provided that the hospital was easily accessible. 
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188. The Bonham-Carter Committee, in paragraph 33 of their report (39), 
stated that they did not think that there is a good case for retaining smaller hos- 
pitals in places from which it is easy to reach district general hospitals. They also 
doubted the necessity for retaining those smaller hospitals which were remotely 
situated or inaccessible from the district general hospital. They did, however, 
recommend that many peripheral country towns could sustain a small hospital 
unit, described as a “‘Peripheral Hospital Unit’’, and suggested, in paragraph 34, 
that the work in such units should be severely limited with regard to its medical 
scope. In paragraph 37 they advised that the whole unit should be regarded as no 
more than an out-post of the district general hospital. We question the validity 
of some of these recommendations and feel that the place of the smaller hospitals 
should be reconsidered, not necessarily as extensions of the district general 
hospitals, but as constituting the nucleus of a local nursing unit (see paragraph 
192) which could logically have associated with it local group practices or health 
centres. We feel that if these smaller hospitals were looked at in this light, then 
many of them would usefully continue to serve the community in a newer, 
contemporary role. 


189. The present lack of contact between the hospital and community services 
was expressed to us, by many general practitioners, in the form of a desire for 
hospital beds in which to treat their patients. The same reason has, we believe, 
led to the recommendation, in a number of reports and publications, that the 
general practitioner should be involved in hospital work. The opinion was expres- 
sed to us that future generations of general practitioners will be anxious to con- 
tinue to exercise the skills learned in the hospital part of their training and it was 
argued that one way of doing this will be for them to undertake full responsibility 
for caring for patients in hospital. A contrary point of view was that to function 
properly as a specialist in general practice does not allow the time or diversion of 
effort that caring for patients in hospitals demands. Theoretically this situation 
should be improved by better organisation of general practice. However, the 
time saved in this way is likely to be taken up in providing a higher standard of 
patient care in the community. 


190. It appears to us that much of the difficulty in interpreting the evidence which 
we received is due to the confusion which exists as to what is meant by access toa 
hospital bed. It seems to us vital to draw distinctions between the purposes for 
which beds are needed. It is further apparent to us that any assessment of the 
numerical needs for hospital beds for general practitioners is likely to be very 
imprecise and dependent upon a number of local factors. Our review of the need 
for the various types of hospital beds must be taken in this light. 


191. Social necessity rather than medical need, accounts for the presence of the 
majority of those patients who are in hospital but who do not need the facilities 
of the hospital. @ther than nursing care, these patients do not require any greater 
medical attention that the general practitioner would be able to give by visiting 
the home, and do not need the facilities which the hospital provides. This unneces- 
sary component of hospital work is even higher if one includes those whom inves- 
tigation has shown to be less ill than the initial diagnosis suggested but who 
cannot be discharged or transferred for lack of care elsewhere. These are patients 
suffering from illnesses that the general practitioner could have managed at home 
had the domestic facilities been adequate. 
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The Concept of the Nursing Unit 


192. From a consideration of the evidence we conclude that, whilst we agree 
with the recommendations of the Bonham-Carter Committee that as many 
as possible of the hospital services should be concentrated at one point, there is also 
a need for more continuous nursing care in the community than exists at present. 
The patients for whom this is required are those who, for domestic reasons, can- 
not be treated at home but who do not need consultant management. They could 
be cared for in nursing units. These, though similar to the present cottage hos- 
pital, would not contain the sophisticated resources appropriate to a district 
general hospital. Such evidence as we possess suggests that they would be econo- 
mically justifiable and indeed would represent a considerable asset because they 
would avoid unnecessary admissions to district general hospitals. They would 
provide medical and nursing care in quieter and more intimate surroundings 
and would maintain the link between the patient and the group practice team 
whom he knows. In this way we believe these units would provide an effective 
and acceptable service more related to the specific needs of the patient. They would 
realise the nursing potential in the community without prejudicing recruitment 
to the hospital and would enlist local goodwill. They would increase the range 
and quality of work of general practitioners. These factors almost certainly 


explain some of the public concern that is being expressed at the closure of smaller 
hospitals. 


193. Without doubt, one of the major reasons in favour of the closure of these 
small hospitals is that they are said to be extravagant to maintain. This may be 
because there has been a tendency for some of them to produce a service to satisfy 
general practitioners and patients in a manner unrelated to the requirements 
of modern medicine in the community concerned. Examples of this are the 
provision of diagnostic radiology and surgical facilities which are not economi- 
cally used. We were unable to obtain accurate national figures for direct compari- 
son of the cost of hospital beds with only nursing care, with that of beds where the 
full range of sophisticated hospital treatment would be available, but we believe 
that units providing simple nursing care only, must, a priori, be less expensive 
than beds in a large hospital. Figures we have seen for the Ipswich area demon- 
strate that the cost of providing a bed with full diagnostic and surgical facilities 
is nearly double that of one providing only nursing care. A study of the New 
Zealand hospital statistics (45) would seem to confirm this. There is an imperative 
need to produce figures for this country. 


194. The term cottage hospital has a connotation of simplicity and economy 
and conveys a feeling of warmth and homeliness. Moreover the cottage hospitals 
of this country have established an honourable tradition of care and service that 
should not lightly be discarded. Consequently we were tempted to advocate the 
retention of the term “cottage hospital’, but we think that the term Community 


Nursing Unit more adequately describes the function of the sort of place that we 
have in mind. 


195. Although some cottage hospitals might provide the base for nursing units 
and headquarters for the group practice team, we can also see the need for experi- 
ments in the provision of similar beds in purpose-built premises in close proximity 
to group practice centres. The establishment of nursing units in close proximity 
to group practice centres, as at Hythe (Hants) and Witney, might become the 
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pattern of the future, with the advantage that the nurses of a group practice, 
supplemented by some others, could undertake the care of patients there. 


District Hospital Beds 


196. Some general practitioners have expressed the desire to undertake the entire 
clinical control of their patients in the district general hospital. Even if this 
expressed need could be fulfilled by the hospital services it seems unlikely for 
various reasons that many general practitioners could undertake this respon- 
sibility adequately. Ready availability and provision of adequate deputies are 
implict in providing such care. It would be unusual for many general practitioners 
to be so fortunately placed and, even if they were, it is unlikely that they could 
give adequate total patient care without a large measure of involvement of the 
full-time junior hospital medical staff. 


197. There is quite a different contribution which general practitioners can now, 
and will probably increasingly wish to make to the hospital service: participation 
in hospital work as a member of the hospital team. Here the final responsibility 
lies with the consultant while the continuity of care is provided by the team. 
General practitioners living many miles from a hospital undertake work of this 
kind on a sessional basis. The mutual benefit to all concerned of this kind of 
arrangement is already so well established that it is clear that progress along this 
line must continue. 


198. The need of general practitioners for direct access to obstetric beds has been 
increasing over the years and has, to a varying extent, been met by the provision 
of general practitioner obstetric units. The Peel report (11), on the future of 
domiciliary midwifery, has recommended that 100 per cent hospital delivery 
should be aimed for, although recognising that this cannot be wholly achieved. 
It also stated that, in the future, only those general practitioners specially trained 
in midwifery should take part in the domiciliary midwifery service and should 
use beds in general practitioner/consultant obstetrics units. If these proposals 
are adopted it would mean the eventual closure of those general practitioner 
obstetric units not conjoined with consultant obstetric services. The arguments 
for and against such proposals are outside the context of these paragraphs, but 
it is relevant to emphasise that, should the recommendations of the Peel report 
be adopted, then more general practitioner obstetric beds will have to be provided 
in the joint general practitioner/consultant units which are envisaged to be sited 
in the district general hospitals of the future. 


199. There is little information regarding the need for general practitioners to 
have direct access to beds for the long stay chronic sick. Where he does have such 
access, the beds are usually associated with cottage hospitals where the whole of 
the medical staff is drawn from the local general practitioners. It seems unlikely 
that well-organised in-patient geriatric services provided in large conurbations 
would benefit by having some of their patients admitted directly, and cared for 
by the patient’s own general practitioner, and we received little evidence that 
general practitioners as a whole feel a great need for this facility. As with beds for 
obstetrics and acute medical care, general practitioners who undertake this work, 
should do so as clinical assistants and as an integral part of the geriatric team. 
Ideally, as in obstetrics, each group practice will have a doctor whose special 
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interest lies in the field of geriatric medicine and rehabilitation. In this way con- 
tinuity of care by group practice can be maintained. 


200. For obvious reasons the precise need and location of the beds referred to in 
the preceding paragraphs will vary from area to area. There is also a need to 
experiment with different methods of providing the nursing care in the com- 
munity that will avoid the admission to the District General Hospital of some 
patients. 


Out-Patients 


201. Amongst the traditional features of the hospital which require reappraisal, 
is the out-patients department. Usually out-patients departments are situated in 
or adjacent to the hospital. Normally they do not provide primary medical care 
(except in such departments as venereology), but give a consultant service, both 
diagnostic and follow-up, to patients referred by general practitioners. In their 
survey ‘“Gateway or Dividing Line”’ (42), Logan and Forsyth found that in many 
specialties, relatively few people seen as out-patients were, as a result, ever admit- 
ted to hospital, although the percentage so admitted was high in ear, nose and 
throat surgery, and gynaecology. They also found that only a small proportion 
of patients had any pathological or radiological examination after their first 
attendance at the out-patient department. These authors argued that since, in the 
main, the out-patients department gave a consultant service for general prac- 
titioners rather than constituting a gateway into hospital, then it could be ques- 
tioned whether it was necessary for out-patient consultations to be held adjacent 
to the hospital wards. It was suggested that it would be more logical for consultants 
to hold out-patient sessions in a health centre or group practice. There is nothing 
new in the idea of holding out-patient sessions at a distance from the hospital 
ward; many chest clinics work in such a way and for many years the general out- 
patient department of the United Sheffield Hospitals has been conducted at the, 
as yet embryonic, new teaching hospital—the Hallamshire Hospital—the wards 
of which are still being completed. Also, many consultants conduct out-patient 
clinics in cottage hospitals to whose wards they have no admission rights. What 
is novel, is the suggestion that certain consultant out-patients sessions should be 
held in premises clearly within the ambit of the community medical services, 
be it group practice premises or a health centre. In terms of inter-personnel contact 
such schemes would undoubtedly help to strengthen the links between those who 
work for the health of the community within the hospital and outside. 


202. The holding of consultative clinics in group practice centres has been 
enthusiastically advocated by Draper (17). The Bonham-Carter report (39), 
although more guarded, did agree that this possibility should be considered. 
The need for peripheral clinics or diagnostic centres, where consultations can 
be undertaken locally, was expressed in the Hospital Plan of 1962, but the 
implication was that such centres should be an extension of the hospital 
rather than being within premises which are primarily community orientated. 
The advantages of holding consultative sessions in group practice centres are 
numerous: 


(i) Patients would be able to receive specialist advice in the same place 
at which were concentrated the other community medical services. 
This would be not only convenient for the patients but also reassuring, 
since the consultation would occur in a setting already familiar to them. 
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(ii) The necessary personal contact would be promoted between hospital 
and community personnel at the most logical time, that is at the time of 
referral. 

(iii) By such contact the two groups of people would have a greater under- 
standing of each other’s problems with opportunities for mutual edu- 
cation and professional improvement. 

(iv) The theme of continuity and interdependence within the health service 
would be fostered. 

(v) The close collaboration between the consultant and the general prac- 
titioner, which has been shown to be so necessary if schemes for day 
surgery or short stay medical treatment are to be successful, would be 
ensured. 


The disadvantages would include: 


(i) The need, initially at least, to persuade hospital personnel of the advan- 
tages of such schemes that go against accepted hospital out-patient 
tradition. 

(ii) The possible charge that it would lead to dispersal of consultants’ 
time and effort. 

(iii) The fact that many consultants consider that out-patient consultative 
clinics involve not only the consultant but other members of the medical 
or surgical team. In these circumstances it would be impractical for the 
team as a whole to be outside the hospital, since it is desirable especially 
for middle and junior grades of hospital medical staff to be available 
within the hospital to meet the contingencies of everyday hospital work. 
The increasing complexity and intensification of hospital work is likely 
to increase the need for those possessing high skills to be available at 
short notice. 

(iv) The argument that the introduction of community-based consultative 
services would necessitate an increase in hospital medical staff of all 
grades, especially of consultant grade. 

(v) The widely held view, supported by the Bonham-Carter report, that 
consultants’ time is better used when concentrated in one locus of 
activity. 


203. In considering these advantages and disadvantages, we have had little help 
from those with practical experience of such types of consultation because so 
few schemes are in operation. Those who have described their experiences have 
been enthusiastic. In particular, Wade and Elmes (1969) (46) have demonstrated 
that out-patients sessions conducted in a health centre save the patient as much 
as two visits to the hospital; that the time taken over a consultation is significantly 
reduced; and that most of the investigations which were necessary could be 
arranged by the general practitioner before the consultation took place, provided 
he had access to these facilities. On balance, we feel that the advantages outweigh 
the disadvantages and recommend that, initially at least, pilot schemes of com- 
munity-based consultative clinics should be established. The experience gained 
from these should lead to a better appraisal of their worth and give a lead to future 
policy. The most suitable specialties would be general medicine, dermatology, 
psychiatry, paediatrics, obstetrics and some aspects of geriatrics. 


204. Many hospitals have provided primary medical care to patients through 
the medium of the accident and emergency departments. The patients attending 
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these departments suffer from a variety of conditions. We think that a distinction 
should be made between emergencies and casual attenders. The former require 
the skills of the staff within hospital units, whereas the latter are best dealt with 
by the person’s general practitioner or his deputy who should have the benefit 
of the patient’s past history. We do not think that these functions can be provided 
by a single service staffed either by hospital doctors or by general practitioners 
except possibly in rural areas. Our concept of the optimum size of a group practice 
takes in to account the need to provide a 24-hour service without placing too heavy 
a load on any single doctor. Traditionally, patients, for various reasons, still turn 
to the casualty department of the local hospital as an alternative to consulting 
their family doctor. ““Casualty’’ departments are used by patients who find them- 
selves in sudden need of medical care when far from home and the family doctor 
—they consider this to be a genuine emergency and therefore are something more 
than casual “‘attenders’’. Similarly the patient who suffers an injury will want to 
call first on the accident department of the hospital. We feel there is still a place 
for the accident and emergency departments to continue to accept the “‘casual’’ 
patients (if only to refer him, after examination, to his own general practitioner) 
and it will require a great deal of education to reorientate these patients towards 
primary consultation with their own general practitioner. In such a department 
there may well be a place for the general practitioner in the staffing of the hospital 
and this problem, which falls outside our remit, merits further consideration. 
Another solution would be to provide these facilities in health centres, particu- 
larly in those within the curtilage of the hospital. 


205. We accept the recommendations of the Platt Report, many of which have 
not been implemented. It recommended the concentration of accident services 
for an area in one place, provided that efficient transport service could be arranged. 
The report recognised, however, that in some rural areas there would still remain 
a need for more sophisticated first aid before transport to a more distant accident 
centre and suggested that facilities for this could best be placed in existing cottage 
hospitals. 


Communication between the Hospital and Group Practice 


206. We would particularly emphasise one more aspect of the changes that 
command our support. At present about one quarter of general practitioners 
have an intimate contact with hospitals by playing some part in hospital work. 
In future, we believe that many more will be involved in one aspect or another of 
it, accompanied by a considerable increase in the readiness with which consultants 
come out of their hospitals to consult with their colleagues in general practice, 
not only under the domiciliary consultation scheme, but also to hold consul- 
tative sessions in group practice centres. 


207. The first twenty years of the National Health Service have had the effect 
of separating general practitioners from their hospital colleagues. We see an 
opportunity to reverse that unfortunate trend. This is an opportunity that must 
be taken, for doctors, patients, nurses and associated workers have much to gain 
from closer integration. 


208. Animportant part of the relationship between hospitals and group practices 
lies in aftercare. Not far short of 10 per cent of our population are admitted to 
hospital each year, and the effectiveness of the management of this large number 
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of patients subsequent to discharge is dependent on the quality of communication 
between the hospital staff and general practitioners. For many of the commoner 
causes of admission there may be little to convey which is not already well under- 
stood by all those caring for the patient, but even with these there may be occa- 
sions, such as the introduction of early discharge schemes, when the hospital 
policy should be discussed with the general practitioner. At the other extreme, there 
are conditions in which the plan of management initiated in hospital can realise 
its potential after discharge only if the general practitioner is fully aware of the 
aims and methods of the hospital, or where the consultant needs the general 
practitioner’s guidance in determining what long-term plan is best suited to the 
particular patient. The care of chronic illness ranging from congenital defor- 
mities in infants to strokes in the elderly demands such close identity of purpose 
that without it the patient may suffer. 


209. Poor communication between the hospital and the general practitioner 
may not only be to the detriment of the patient, but may encourage hospitals 
to continue responsibility for patients long after this should have been handed 
back to the general practitioner; we have referred to this inefficient use of the 
Health Service in Chapter I, paragraph 3. 


210. There is no single way of achieving the close relationship between hospital 
and general practitioner that is required. We have indicated in this and in other 
chapters of our report ways in which group and health centre practice can en- 
courage the necessary exchange of ideas, for example by the conduct of out- 
patient clinics in the health centre and by the greater facility for some of the doctors 
in the group to hold hospital appointments on a sessional basis. In some of the 
more complicated problems of long-term care the community physician could 
play a large part in co-ordinating the efforts of the hospital and the general prac- 
titioner on the patients’ behalf, and he could perform this role more effectively in 
group practice. Above all, because of the natural exchange of ideas and informa- 
tion which must take place between doctors working together in a group practice, 
communication between a hospital department and any one of them can have a 
wider audience within the group practice team and thereby gain in effect. 
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CHAPTER XII 
THE ROLE OF GROUP PRACTICE IN EDUCATION 


211. Throughout our report we have assumed that adequate educational facilities 
will exist in order to train doctors to undertake the role that we envisage for them 
in the future. We are well aware that such facilities do not exist in most parts of the 
country at the moment and that, where they do exist, they are at an early stage 
of development. It would, as we have said before, be a mistake to plan our health 
services upon the basis of the present abilities of our doctors, because this will 
inhibit progress. Any interim arrangements must be recognised as being purely 
temporary and steps must be taken to remedy the educational deficiencies as a 
matter of urgency. Information should be collected, and kept under constant 
review, about the way in which the range and extent of current ideas on teaching, 
about and in general practice, match and progress to meet the foreseen changes, 
including the need for new skills and developments in the disciplines of psychology 
and sociology. 


212. Some group practices will have a role to play in education. As the Royal 
Commission on Medical Education (8) recommended, every medical student 
needs to be given an insight into general practice, not as a preliminary to training 
for a career in that field, but as an educational experience to show him problems 
he will not see in hospital. It will be essential to introduce the medical student 
to general practice and community medicine if we are to achieve a real degree of 
functional unification of our health services. In an age of increasing specialisation, 
functional unification can only be realised if a doctor in one specialty is able to 
appreciate the roles of doctors in other fields of work. 


213. There is general agreement that young doctors who wish to make a career 
of general practice should undertake a period of planned vocational training. 
A Working Party of the Royal College of General Practitioners has suggested 
the outlines of a Syllabus for training in general practice (Appendix D). The extent 
of the period of vocational training cannot be exactly defined until this syllabus, 
and the results of a number of experiments now taking place, have been con- 
sidered. We are convinced that, in the future, vocational training should become 
an accepted prerequisite for new entrants to general practice, and that some form 
of assessment of the training will be required. 


214. The fear has been expressed that prolonged professional training for general 
practice might adversely affect recruitment to this branch of the profession. We 
agree with the views expressed by the Royal Commission on Medical Education 
that more training will attract rather than deter young doctors from choosing 
general practice. We further concur with the statement of the British Medical 
Association Planning Unit that when a young doctor enters general practice and 
finds himself confronted with problems which he has not been trained to meet it is 
understandable that he should feel frustrated. 
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215. The universities and medical schools must, for obvious reasons, be respon- 
sible for undergraduate training in all disciplines of medicine. In most medical 
schools the training of the undergraduate still takes place almost entirely within 
the confines of the teaching hospital, and it is only recently that some universities 
have begun to take an interest in the postgraduate training of doctors who will 
be working outside the hospital. The Royal College of General Practitioners must 
take considerable credit for the progress that has been achieved in persuading uni- 
versities to interest themselves in the education of the general practitioner. The 
exposure of the undergraduate to medicine outside the hospital can only be 
accomplished if there are strong and active departments of social medicine and 
general practice within the medical schools. These departments could together 
form a division of community medicine. 


216. Some medical schools are experimenting with methods of introducing 
undergraduates to medicine outside the hospital. Unless it can demonstrate this 
in the service situation, a department of general practice cannot fulfil its role. 
The vocational training of general practitioners must look to the future of primary 
medical care rather than to present day general practice. For these reasons the 
department of general practice should be based upon a group practice centre in 
close association with the teaching hospital, and we recommend that those 
practices which are the focus of the department of general practice should com- 
bine the functions of service with those of teaching and research. Amongst other 
activities such centres should experiment with carefully selected alternative 
methods of providing primary medical care. The results of these studies would 
enable policy decisions to be based on satisfactory data. 


217. Adepartment of general practice in a medical school will be unable to provide 
all the requirements of both undergraduate and postgraduate teaching. There will 
consequently be the need for a number of teaching practices which should be 
associated with the department of general practice. These practices will be involved 
in the teaching of undergraduates, including the teaching of those who choose 
general practice for their elective period, as well as those linked to selected general 
practitioners under a university attachment scheme. In the postgraduate phase 
general practitioners will be needed to take part in the vocational] training pro- 
gramme. 


218. The teaching practices referred to in the preceding paragraph will need to 
be carefully chosen and supervised, and must accept the need for periodic review 
of their premises and programmes. We recommend that this should be the respon- 
sibility either of the universities or of the Regional Postgraduate Committees. 
Teachers in these practices will have to be instructed in teaching methods, and 
additional staff, accommodation and finance will be necessary. 


219. In this chapter we have concentrated on the educational requirements 
of the doctor. It must be obvious, however, that the group practice will have a 
part to play in the training of nurses, health visitors, social workers and of student 
medical secretaries and receptionists. It would be logical if these teaching require- 
ments were to be undertaken within the same practices that were involved in the 
training of doctors. 


220. It is obvious that in any consideration of health centres and group practices 
of the future the role of some of these as teaching centres must be accepted, and 
the requirements of teaching in terms of accommodation, equipment, personnel 
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and finance must be catered for. A consulting suite will be required for vocational 
trainees and there must be at least one room set aside for personal study and 
individual teaching. If undergraduates are also to be attached they too will 
require separate accommodation for personal study. We recommend that the 
Common Room/Staff Room be of a sufficient size to enable seminars and other 
forms of group discussions to take place. It will be necessary also to provide 
additional accommodation or space for nurses, health visitors, social workers 
and receptionists if any of these have students attached to them. 


221. No recognition appears to have been given so far to the educational function 
of group practice in the building of the premises. This is short-sighted and likely 
to inhibit the future development of group practice. We noticed with some dis- 
quiet that in not one of the health centres we visited was there any accommodation 
available specifically for teaching. Whilst in some it might have been possible 
to make space for an extra chair in existing consulting rooms, in most this seemed 
as far as the building could have been adapted for teaching purposes. Conse- 
quently, this function can only be catered for in the future by building on to 
existing premises. We have, in Chapter VI, mentioned the need to allow for the 
extension of health centres. This will be especially important in view of the 
additional space required for teaching. 


The Staff of Teaching Group Practices 


222. We believe that it should be the responsibility of the Health Departments, 
and not the individual general practitioners, to provide for the additional accom- 
modation and equipment that may be required for teaching purposes. 


223. Itisimportant that medical students and trainee general practitioners should 
be the responsibility of a particular doctor who would act as a tutor; this may take 
up a significant amount of time. Nevertheless, the other doctors in the group 
should also take part in teaching and will, in all probability, also be involved, 
from time to time, in teaching activities in the university Department of General 
Practice, or in a postgraduate medical centre. It is clear from the above that 
considerable inroads will be made into the time of at least one doctor in the centre 
or group practice and will cause some pressure on all the others. We must, there- 
fore, acknowledge that if the teaching role is to be assumed by practising doctors, 
extra time will have to be found. 


224. Doctors and nurses within each group practice should organise their own 
continuing education which would complement that provided at postgraduate 
medical centres. 





CHAPTER XIII 
THE OPPORTUNITY FOR RESEARCH IN GROUP PRACTICE 


225. In the introduction to our report we stated that whilst we received a wealth 
of informed opinion, there was a notable lack of concrete evidence. Throughout 
our report we have drawn attention to a number of instances where there is a need 
for research. In general, we think that traditional methods for providing medical 
services are being continued without any critical assessment of their current value: 
studies are being undertaken both in the hospital services and in the community 
services but little attention is being devoted to experiments designed to integrate 
the two services; buildings are being constructed without any subsequent con- 
tinous evaluation of the use to which they are put; the results of experiments are 
in some instances not being applied. It is important that there should be a cost 
benefit basis for studies of the National Health Service and, in particular, for the 
provision of care in both the community and the hospital. 


226. It is most important that studies should be mounted to evaluate group 
practice as it develops including the operation of health centres. We would draw 
attention to the design in use studies at health centres being undertaken by the 
Department of Health in Northern Ireland. 


227. We know the Health Departments have been encouraging and supporting 
research along these lines. The Departments in the future should be responsible for 
stimulating, co-ordinating and providing facilities for research which should be 
an integral function of each area health authority or whatever local organisation 
that emerges. The Health Departments should also undertake the task of corre- 
lating and disseminating the results of studies undertaken throughout the coun- 
try. 


228. It is important that the universities and medical schools should devote 
more time than they have in the past to research into the medical needs of the 
community and how they may be met. The departments of Social Medicine and 
General Practice in particular will be in a position to provide a great deal of 
assistance to the community physician in the planning and conduct of the sort of 
operational research to which we have referred in the preceding paragraphs. 


229. An increasing proportion of medical research has been devoted to the 
investigation of disease in population groups and into the early stages and natural 
history of disease. Much of this type of work, which is essentially of an epidemio- 
logical nature, can and should be done through group practice. The Royal 
College of General Practitioners through its Research Committee, departments 
of General Practice and departments of Social Medicine in universities, together 
with the community physician, are likely to have a major role to play in this field. 


230. Much clinical research starts at the bedside of the patient. There are con- 
sequently great opportunities for this type of research in general practice. The 
value of this research is enhanced by the continuing nature of the relationship 
between the doctor and the patient extending, in some cases, from birth to death. 
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APPENDIX B 


HEALTH ia AND GROUP PRACTICES VISITED BY MEMBERS OF 
THE SUB-COMMITTEE 


St. George’s Health Centre (Bristol) 

Stockwood Health Centre (Bristol) 

William Budd Health Centre (Bristol) 

Ashburton Health Centre (Devon) 

Exeter Health Centre (Devon) 

Ivybridge Health Centre (Devon) 

Salcombe Health Centre (Devon) 

Hythe Health Centre (Hampshire) 

Risca Health Centre (Monmouthshire) 

East Leake Health Centre (Nottinghamshire) 
Mansfield Health Centre (Nottinghamshire) 

Blackbird Leys Health Centre (Oxford) 

East Oxford Health Centre (Oxford) 

Summertown Health Centre (Oxford) 

Cleckheaton Health Centre (West Riding of Yorkshire) 
Emley Mini Clinic (West Riding of Yorkshire) 
Holmfirth Health Centre (West Riding of Yorkshire) 
likley Health Centre (West Riding of Yorkshire) 
Kirkburton Clinic (West Riding of Yorkshire) 
Middiestown Health Centre (West Riding of Yorkshire) 


Dr. D. I. Livingstone and Partners (Cheshire) 
Dr. R. A. Lutton and Partners (Cheshire) 

Dr. J. Loudon and Partners (Cumberland) 

Dr. D. F. Coulter and Partners (Glamorgan) 
Dr. C. K. B. Lennox and Partners (Glamorgan) 
Dr. D. A. Chandler and Partners (Herefordshire) 
Dr. D. D. Cracknell and Partners (Huntingdon) 
Dr. G. Christie and Partners (Manchester) 

Dr. B. Burns and Partners (Sheffield) 

Dr. P. King and Partner (Shropshire) 

Dr. A. Sherlock and Partners (Suffolk) 

Dr. W. T. Mills and Partners (Wiltshire) 

Dr. F. C. Heatley and Partners (Winchester) 
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APPENDIX C 


LIST OF ORGANISATIONS AND INDIVIDUALS WHO SUBMITTED EVIDENCE 
TO THE SUB-COMMITTEE 


Those who gave oral evidence only are marked *; those who gave both oral and written 
evidence are markedf ; the others gave written evidence only. 


Doctors R. A. Andrew, H. P. Player and I. A. D. Jollie 
Association of Medical Secretaries 
Association of Municipal Corporations 
Association of Psychiatric Social Workers 
Dr. P. Aston 
G. Baxter Esq. (Chemist) 
Birmingham Medical School 
British Dental Association 
British Medical Association: Central Committee for Hospital Medical Services 
+British Medical Association: General Medical Services Committee 
British Medical Association: Public Health Committee 
Doctors D. L. Broadhead, A. O. Russell, J. H. T. Shaw and B. S. Milner 
Dr. M. Z. Butt 
Central Committee on Postgraduate Medical Education of Physicians 
Central N.H.S. (Chemists Contractors) Committee 
Charing Cross Hospital Medical School 
Cheshire N.H.S. Executive Council 
Dr. F. S. Cooksey C.B.E. 
Council for the training in Social Work 
Council for the training of Health Visitors 
County Councils Association 
Dr. D. L. Crombie 
Diab. cuter 
Dr. G. A. N. Davis 
+Dr. P. Draper and B. Brookes Esq. 
Dr. M. Drury 
Executive Councils Association (England) 
Faculty of Radiologists 
‘rr B.abarincn 
Dr. C. B. Floyd 
General Nursing Council for England and Wales 
General Practitioners’ Association 
Dr. Mervyn Goodman 
Guy’s Hospital Medical School 
Dr. F. G. Hattersley ’ 
+Health Visitors’ Association 
Dr. M. I. Heatley 
Dr. P. Higgins 
Dr. S. Higham 
Mrs. M. Hitchins 
Inner London Local Medical Committee 
Institute of Laryngology and Otology 
Institute of Medical Social Workers 
Institute of Neurology 
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Dr. Donald H. Irvine 
Dr. M. J. Jameson 
Dr. Robert A. Johnson, B.A. (Cantab.) 
Dr. P. Jones 
Kingston-upon-Hull Local Medical Committee 
Kinloch and Anderson (Chemists) Ltd. 
Doctors I. M. Krass, S. A. Holmested and M. M. Sabir 
Lancashire County Local Medical Committee 
Dr. John Leiper M.B.E., T.D. 
Dr. M. Macleod 
Dr. R. A. McGregor 
Medical Practitioners’ Union 
Doctors G. H. Miles, D. K. W. Bolt and I. M. Hadley 
Ministry of Health and Social Services, Northern Ireland 
M. J. Moon Esq. (Chemist) 
Dr. G. Murray Jones, M.B.E. 
National Association of State Enrolled Nurses 
National Institute for Social Work Training 
=r J: Hi. Orr 
*Doctors R. W. Orton, W. Dobson-Smyth, C. A. Bickford, P. E. Moffitt and T. J. Willis 
Dr. E. J. Parr 
Patients’ Association 
tPharmaceutical Society 
Dr. D. Pottinger 
Pre-School Play Groups Association 
TQueen’s Institute of District Nursing - 
Queen’s University of Belfast 
tRoyal College of General Practitioners 
Royal College of Midwives 
tRoyal College of Nursing 
Royal College of Pathologists 
Royal Post-Graduate Medical School 
St. George’s Hospital Medical School 
St. Thomas’s Hospital Medical School 
Society of Chief Nursing Officers 
Society of Chiropodists 
Society of Clerks of N.H.S. Executive Councils 
tSociety of Medical Officers of Health 
Society of Medical Officers of Health—Dental Group 
Society of Occupational Medicine 
Dr. F. H. Staines 
*Standing Conference of Organisations of Social Workers 
T. W. Stearne Esq. (Pharmacist) 
Dr. Robin Steel 
Trades Union Congress 
University College Hospital 
University Hospital for Wales Dental School 
University of Liverpool Medical School 
University of Newcastle upon Tyne Medical School 
University of Oxford Medical School 
University of Sheffield 
Warwickshire County Council 
Welsh Board of Health (Now Welsh Office) 
Welsh National School of Medicine 
Dr. D.L. Williams — 
Dr. H. J. Wright 
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APPENDIX D 


SYLLABUS FOR TRAINING IN GENERAL PRACTICE (SUGGESTED BY A 
WORKING PARTY OF THE ROYAL COLLEGE OF GENERAL 
PRACTITIONERS) 


AREA I. CLINICAL MEDICINE 


Appropriate expertise in traditional specialties, emphasising general medicine, and with 
special reference to: 

(a) The range of the “‘normal’’. 

(b) The patterns of illness. 

(c) The natural history of diseases. 

(d) Prevention. 

(e) Early diagnosis. 

(f) Diagnostic methods and techniques. 

(zg) Management and treatment. 


In the next three areas—human development, human behaviour, society and medicine— 
older doctors had little or no grounding as undergraduates. They do form part of 
undergraduate medical education today but their relevance to general practice warrants 
their further study. 


AREA II. HUMAN DEVELOPMENT 
(a) Genetics. 
(6) Foetal development. 
(c) Physical development in childhood, maturity and ageing. 
(d) Intellectual development in childhood, maturity and ageing. 
(e) Emotional development in childhood, maturity and ageing. 
(f) The range of the “‘normal’’. 


AREA III. HUMAN BEHAVIOUR 


(a) Social relationships—between individuals, within families, in school, at work, 
in other groups, and in the wider community. 


(6) The individual or family vulnerable because of medical or social situations, 
acute or chronic. 


(c) The meaning to the patient of his relationship and consultations with his general 
practitioner. 


(d) The general practitioner’s role in accepting, understanding and advising on 
deviant behaviour patterns. 


AREA IV. SOcIETY AND MEDICINE 
(a) The meanings of “‘health’’ and “‘illness’’. 
(6) The relationship of medical services to other institutions of society. 
(c) The application of sociological and epidemiological principles to individuals 
and the practice community. 
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(d) Interprofessional relationships in teamwork and consultation, delegation and 
referral. 


(e) The organisation of medical services in the United Kingdom, and comparison 
with those of other countries. 
AREA V._ THE PRACTICE 
(a) Organisation. 
(b) Premises, staffing and equipment. 
(c) Recording and communications. 
(d) Practice management. 
(e) Research methods. 
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TABLE 2 
Group practices in England and Wales at Ist Octcber 1969 


Number of group practices analysed by the number of principals in each group 























England and Wales England Wales 
Number of Number of Number of Number of 
principalsin Number of| partici- | Numberof| partici- | Number of} partici- 
the group group pating group pating group pating 
practice practices | principals | practices | principles | practices | principals 
All practices: Total 3,054 10,555* 2,854 9,867* 200 688* 
2 principals 322 640 313 622 9 18 
3 principals 1,620 4,860 1,500 4,500 120 360 
4 principals W2, 2,888 670 2,680 208 
6 principals 98 588 91 546 42 
7 principals 19 133 19 133 — 
8 principals 11 88 11 88 ae 


9 principals 3 
10 principals 5) 3 
11 principals y) D1), 2 22 
12 principals oa a+ 
13 principals — 
14 principals 1 


52 
5 principals 23 1,265 241 1,205 12 60 
7, 





*Owing to unfilled vacancies the numbers of participating principals shown may be less than 
the product of the number of group practices multiplied by the number of principals in the group. 
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TABLE 3 
Health centres in England and Wales, position at 31 December, 1969 














Type of Authority 








County County London 
Total* Councils Boroughs Boroughs 

In operation and 
first opened: 

Before 1948+ 10 (5) 6 1 3 

1948-1963 17 (0) 4 10 3 

1964-1967 27 (4) 16 9 Z 

1968 40 (4) 29 7 4 

1969 55 (5) 43 9 3 
Total 36 15 
Being built oF 10 
Approved 1s) 7 






Total 


*Figures in brackets are for Wales; all but seven of these are under County Councils. 
tJuly, 1948. 


TABLE 4 
Numbers of general practitioners practising in health centres, 
position at 31 December, 1969, England and Wales 





Proportion of G.P.s 


G.P.s per centre using centres as 
Number of | Total number |——-———;—————_ main surgery 
Centres* of G.P.s Average| Range oe 
In operation and 
first opened: 
Before 19487 ot 4-4 2-10 100 
19487-1963 185 1126 3-26 14 
1964-1967 115 4-3 1-10 86 
1968 172 4:3 1-16 84 
1969 257 4-7 1-15 82 
ee ee eee ene 
Total 760 5:2 1-26 68 
Being built 566 6:0 1-19 83 
Approved 437 5:7 2-21 89 
Total 1763 56 1-26 78 


*Excluding the four centres with no general practitioners, built before 1964, 
tJuly, 1948. 
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TABLE 5 


Number of health centres* in operation at 31 December, 1969, analysed by 


Region and 
Executive 
Council 


North Region 
Cumberland 
Carlisle 
Durham 
Darlington 
Gateshead 
Hartlepool 
South Shields 
Sunderland 
Northumberland 
Newcastle upon 
Tyne 
Tynemouth 
Westmorland 
Yorks N Riding 
Teesside 


Total: North 
Region 


Yorkshire and 
Humberside 
Region 

Lincs Lindsey 

Grimsby 

Yorks E Riding 

Kingston upon 
Hull 

Yorks W Riding 

Barnsley 

Bradford 

Dewsbury 

Doncaster 

Halifax 

Huddersfield 

Leeds 

Rotherham 

Sheffield 

Wakefield 

York 


Total: Yorkshire 
and 
Humberside 
Region 


Number 


of 


health 
centres 


Number 


of 


doctors 


% Of all 
doctors 
in area 


geographical location 


Region and of Number | % of all 
Executive health of doctors 
Council centres | doctors | in area 


—_ | | | | | | | NLT 


moll | lal | 


vel | | 


on. 


elelll ili ileal 


vel tl] 1 sl | 


MP4 


SW 


A 
= 
© 


N 
=O’ 
© \o 





East Midland 
Region 
Derbyshire 
Derby 
Leicestershire 
and Rutland 
Leicester 
Lincs Holland 
Lincs Kesteven 
Lincoln 
Northants 
Northampton 
Notts County 
and City 


| | 
| | 
| | 
| | 


rez 
ao | hot te 
me i ee 
\o 
Por addi il 


Nn 
Ww 
OSS 
\©o 
—N 


_ eS | | LT _ 


Total East 
Midland Region 


~ 
BSS 
Nn 
Ww 
BSS 


East Anglia 
Region 
Cambs and Isle 
of Ely 
Hunts and 
Peterborough 
Norfolk 
Great Yarmouth 
Norwich 
Suffolk East 
Ipswich 
Suffolk West 
Total: East 
Anglia Region 
South West 
Region 
Cornwall 1 4 2:2 
Devon and 
Exeter 23 76 


aN 
—" 
ON 
pod 
wo 
N 


OF ee 


a) 
LL 
bos 
ON 
N 
Ww 


Plymouth 
Dorset 
Gloucester C 
and City 3 
Bristol 4 
Isles of Scilly — : 1 
1 


SLSERSE 


oa 
ae 


Y 
3S) 


Somerset 
Bath 
Wiltshire 


Total: South 
West Region 36 169 9-8 
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TABLE 5—continued 








Number Number 
Region and of Number | °% of all Region and of Number | °% of all 
Executive health of doctors Executive health of doctors 
Council centres | doctors | in area Council centres | doctors | in area 
South East North West 
Region Region 
Bedfordshire Cheshire 3 7 1-7 
& Luton 1 3 1:7 Birkenhead — ces Ss: 
Berkshire 1 3 1°5 Chester = mio Ses 
Reading — a — Stockport — a aa 
Buckingham- Wallasey — a uF 
shire 1 2 0-9 Lancashire 2 12 1-4 
Essex 1 4 0-9 Barrow-in- 
Southend-on- Furness = = es 
Sea — — —_ Blackburn Z 18 46-2 
Hampshire Me 23: 6°3 Blackpool — — ae 
Bournemouth — — — Bolton 2 af. 11:1 
Portsmouth — — — Bootle = ae rate 
Southampton — ae a Burnley — = ee 
Hertfordshire 2 8 22, Bury — — a4 
Isle of Wight — — — Liverpool 1 8 2-9 
London Inner 6 10 0-7 Manchester — aaa 228 
London N.E. 5 1 3-6 Oldham es 2S us 
London S.E. Preston — oon mie 
and Kent 1 3 0:4 Rochdale aoe = a 
London S.W. St Helen’s — eee Sats 
Surrey 4 24 2°8 Salford — a = 
Middlesex 4 21 25 Southport abs is nts 
Oxford County Warrington 1 18 47-4 
& City 4 23 15-0 Wigan — Be — 
Sussex East 1 6 3-1 
Brighton — — — 
Eastbourne — a ae 
Hastings — — — 
Sussex West — — o> 
Total: South Total: North 
East Region 31 149 2:0 West Region 12 70 24 
West Midland Wales 
Region Anglesey 1 2 7:4 
Herefordshire 1 4 6:2 Breconshire 2 mS os 
Salop -— — — Caernarvon- 
Staffordshire 2 16 6°8 shire = ee noe 
Burton-upon- Cardiganshire — oe mre 
Trent — os —- Carmarthen- 
Stoke-on- shire 1 2 2-4 
Trent 4 36 34-0 Denbighshire 
Walsall — — _- & Flintshire ee es — 
Warley a — —- Glamorgan 5 17 5:6 
West Bromwich —— -- — Cardiff 2 9 6:4 
Wolverhampton a — —- Merthyr Tydfil — = nee 
Warwickshire Swansea ent = f=. 
& Solihull — — a Merionethshire — — ~ 
Birmingham 3 14 3-1 Monmouthshire 
Coventry 1 9 6:9 & Newport 8 38 19-1 
Worcestershire — — a Montgomery- 
Dudley — — — shire 1 4 15:4 
Worcester won oo — Pembrokeshire ae et =e 
Radnorshire — os i. 
Total: West 
Midland 
Region 11 79 4:0 Total: Wales 18 72 5-8 
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SUMMARY 


Number 
of Of all 
Region and health doctors 


Executive Council centres in area 
Regional totals 

North Region 

Yorkshire and Humberside Region 
East Midland Region 

East Anglia Region 

South West Region 

South East Region 

West Midland Region 

North West Region 

Wales 


Total: England and Wales 


Wl UNYAYONYWD 
(o-e) COND OOMWAHOWN 





*This table relates solely to health centres provided under Section 21 of the National Health 
Service Act, 1946 (including 10 centres which were built before 1948 but which were approved 
as health centres when the Act came into force). 

It excludes local health authority clinics, some of which have been adapted or extended specifi- 
cally to provide accommodation for general medical practitioners, and which, although not 
provided under Section 21, furnish similar facilities to those in health centres. A notable example 
is the West Riding of Yorkshire where additional accommodation is provided in this way in 44 
centres for 125 general practitioners. These represent 27°% of the general practitioners in the 
county area. 
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TABLE 6 


Schemes of attachment of health visitors and home nurses. 
Position at 31 October, 1969: England and Wales 


PART I: GENERAL PRACTITIONERS WORKING WITHIN ATTACHMENT SCHEMES 





Number of General Practitioners working within 






























Type of staff 
attached Full attachment schemes* Other attachment schemes Total 
Health Visitors only 2,415 1,314 3,729 
Home Nurses only 2,482 1,091 5.5/3 
Health Visitors and 
Home Nurses 3,979 708 4,687 
Total 8,876 3,113 11,9897 


*Full attachment schemes are those in which a health visitor or home nurse is responsible 
for providing LHA Services to all patients on the lists of specified general practitioners with 
whom she has regular consultations. She is not limited to working within a geographical district. 

+This represents 59°% of the total of all unrestricted principals in England and Wales. 


PART II: STAFF WORKING WITHIN ATTACHMENT SCHEMES 





Number of staff working 
Type of staff Wholly within attachment Partly within attachment 
attached schemes* schemes Total 

Health Visitors 2,181 973 3,154 
Home S.R.N. 2,574 618 3,192 

Nurses f S.E.N. 362 120 482 
Staff on combined 

Health Visitor/ 

Home Nurse 

duties 420 
Total 7,248 





*Includes part-time staff who perform no local health authority duties outside the attachment 
scheme. 
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APPENDIX G 
HEALTH CENTRES 


List of activities which may take place in a health centre and the accommodation which 
these may require. 





Activity 


. Arrival of patients: 


(a) On foot 

(b) By car 

(c) By bicycle 

(d) By or with pram 
(e) By wheel chair 


. Reception 


3. Patient call system and telephone 


xe, 


1, 


ee 


. Record filing 


. Waiting area 


. Secretarial and practice administration 


. Consultation: 


(a) Interview 
(b) Clinical examination 


. Nursing and other delegated procedures: 


e.g. dressings, ear syringing, injections, 
venepuncture, blood pressure, weight, 
audiometry, cervical smear, mid-stream 
specimens of urine, electrocardiograph, 
simple tests on blood, urine and discharge 


. Minor surgery 
10. 


Further management, e.g. re-appoint- 
ments; internal referrals to nurse, health 
visitor, medical social worker; outside 
referrals to X-ray, pathology, out- 
patients, local authority 


Advice and counselling by health visitors, 
social workers, etc. 


Health education activities: 
(a) Group discussions 

(6) Talks and films for classes 
(c) Displays 

(d) Announcements 


Clinics in preventive medicine: 

(a) Child health 

(b) Ante- and post-natal 
including relaxation classes 

(c) Other Screening 

(d) Geriatric 

(e) Family planning 


wily 


Accommodation and facilities 


Car park 
Bicycle rack 
Pram shelter (visible from waiting area) 


A single public entrance and a private 
entrance for staff 

Reception counters (possibly subdivided by 
practices) 


Appropriate space 


Record filing area with easy access by 
receptionist 


Waiting area (possibly subdivided by prac- 
tices, preferably not separate rooms) 
Possibly a separate toddler play area and a 
créche visible from reception 

Separate WCs for patients and staff 


Typist’s office 
Administrator’s office (in larger premises) 


Consulting rooms with examination area 
Separate examination rooms 


Treatment rooms (mainly for use by nurses) 
Provision for simple laboratory tests, 
electrocardiography, etc. 

Autoclave 

Provision for passing of specimens from 
patients’ W.C. 


Offices for health visitors, social workers, 
home nurses 


Interview room for use by health visitors, 
medical social worker, psychiatric social 
worker 


Health education area 


Use of health education area, 
consulting rooms, etc. 


14. 


15. 


16; 


Li: 


Case discussion 


Teaching (in certain health centres) 

(a) Undergraduate student attachment 
programme 

(6) Postgraduate vocational training 

(c) Student and in-service training 
schemes for local authority nurses, 
health visitors, medical social workers 


Associated medical services (in larger 
health centres) e.g. dentistry, pharmacy, 
ophthalmic services, chiropody, physio- 
therapy and rehabilitation, simple patho- 
logy, casualty service 


Services 





Common room/library with facilities for 
refreshments 


Such additional accommodation as may be 
appropriate 
Such additional accommodation as may be 
appropriate 


Separate accommodation as appropriate 


Storage, cleaners’ room, heating plant, 
incinerator or waste disposal equipment 
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